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 Many individuals who are incarcerated have co-occurring substance use disorders 
that can lead to continued substance use and criminal activity post-release. The insidious 
and cyclic nature of substance use disorder limits the ability of these individuals fulfill 
meaningful life roles and engage in an occupationally rich life upon their return to the 
community. The current field of research examining effective in-prison treatment for 
those with substance use disorders highlights the need for evidence-based, occupation-
focused treatment programs to address substance use disorder in an incarcerated 
population. After a review of recent literature, it was found that effective substance use 
treatment programs in correctional settings are occupation-focused, gender-responsive, 
and trauma-informed; include multiple treatment modalities and an aftercare component; 
and facilitate the creation of trust-based relationships. The author considered these 
essential elements while creating The Power to Choose, a 16-session manualized group 
treatment protocol that is occupation-focused and recovery-oriented. The protocol was 
reviewed by field experts to determine social validity. Recommendations from experts 
	
	 vii 
were implemented into the final version of the group treatment protocol and submitted to 
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Many individuals who are incarcerated have co-occurring substance use disorders 
that can lead to continued substance use and criminal activity post-release as well as 
decreased ability of these individuals to fulfill meaningful life roles upon their return to 
the community. According to the Prison Policy Initiative, there are currently 2.3 million 
people who are imprisoned or detained in the United States criminal justice system 
(2020). This number reflects the staggeringly high rate of U.S. incarceration — 698 per 
100,000 residents — which is the highest rate of incarceration in the world (Prison Policy 
Initiative, 2020). While only 20% of these confined individuals are charged with drug-
related offenses (Prison Policy Initiative, 2020), it is estimated that 1.5 million U.S. 
inmates suffer from addiction to illicit substances while another 458,000 inmates have 
histories of substance abuse or were under the influence of drugs or alcohol at the time of 
their arrest (National Institute on Drug Abuse, 2020). These numbers show that 65% of 
the national inmate population meet the criteria for substance use disorder, and that 85% 
of the U.S. prison population has a history of drug use or addiction that contributed in 
some way to their incarceration (National Institute on Drug Abuse, 2020).   
While there is a growing field of research that examines effective in-prison 
treatment for substance use disorders and interventions to promote successful community 
reintegration and decrease rates of relapse or recidivism post-release, there are many 
sobering facts that beg the question: Is the current method of treating substance use 




such as the finding that the chance of dying from an overdose shortly after release from 
prison is 30-60 times greater than normal (Hansen, 2017), and the current U.S. trend that 
dictates that 66% of individuals released from prison will be reincarcerated within three 
years (Bureau of Justice Statistics, 2018), show that the answer to this question is a 
resounding no. Simply put, “only a small percentage of those who need treatment while 
behind bars actually receive it, and often the treatment provided is inadequate” (National 
Institute on Drug Abuse, 2020, p. 1). While this scenario is daunting, it serves to 
highlight the current need for evidence-based, occupation-focused treatment programs to 
address substance use disorder in an incarcerated population.  
Nature & Importance of the Problem from an Occupational Perspective 
There are several ways in which involvement in the criminal justice system and 
the experience of incarceration can lead to occupational deprivation during incarceration 
and unsuccessful community reintegration post-release. Formerly incarcerated 
individuals are often released into the community with few support systems in place, 
leading to increased rates of substance use and recidivism, and decreased ability of these 
individuals to fulfill meaningful life roles. As occupational therapists are trained in the 
creation and delivery of evidence-based, occupation-focused interventions to improve 
role fulfillment, community participation, and overall occupational engagement, this 
profession is well-equipped to address the variety of barriers that individuals face both 
during and after incarceration. A fact sheet examining the role of occupational therapy in 
the field of criminal justice from the Canadian Association of Occupational Therapists 




“identify strengths, values, interests, resources and challenges in order to implement 
plans that address family commitments, employment, and leisure activity” (n.d., p. 1). 
Additionally, a publication on the American Occupational Therapy Association website 
delineates how occupational therapy practitioners can work with individuals with 
substance use disorder to help them reframe and rebuild their habits, occupational roles, 
and identities to create more opportunity for individuals to engage in meaningful 
occupations without the use of drugs or alcohol (Opp, 2020). In this publication, Ginny 
Stoffel, a widely-published occupational therapist and former president of the American 
Occupational Therapy Association, states: “Occupational therapy can help people 
recognize how their substance use affects these roles that are most meaningful; it helps 
people explore and make those links, and move toward the occupational roles and 
patterns they want to achieve” (Opp, 2020, p. 1). In these ways, the field of occupational 
therapy is well suited to help incarcerated individuals with substance use disorder return 
to the community with the knowledge, skills, and abilities to engage in an occupationally 
rich life without the use of drugs or alcohol.  
To fully understand the role that occupational therapists could fulfill in this 
setting, it is important to understand the cycle of problems that both precede and follow 
incarceration for U.S. inmates. The majority of individuals who are currently incarcerated 
come from similar backgrounds of poverty, low levels of education, exposure 
to/addiction to illicit substances, minority status, mental illness, and lack of healthy social 
supports (Barrick et al., 2014; Cloyes et al., 2010; Heidemann et al., 2016; Jones et al., 




such as substance use or spending time with social connections who are involved in 
criminal activity (Barrick et al., 2014), which often spark involvement with the criminal 
justice system. Furthermore, these problems are often compounded post-release, with 
further loss of healthy social supports (often leaving the individual with social supports 
who are involved in crime), loss of ability to fulfill meaningful life roles, increased 
financial challenges (coupled with decreased employment/educational opportunity due to 
criminal record and increased pressure to engage in illegal activity to obtain an income), 
and increased feelings of hopelessness and despair that can drive an individual to return 
to unhealthy or even dangerous habits, such as substance use and high-risk criminal 
activity (Barrick et al., 2014; Cloyes et al., 2010; Heidemann et al., 2016; Jones et al., 
2018; Travis et al., 2014; The Sentencing Project, 2018).  
While examining the nature and importance of this problem, specifically as it 
relates to meaningful occupations and the scope of occupational therapy, it is important to 
consider how different life narratives lead to different substance use behaviors and 
outcomes. For this reason, it is imperative to examine the treatment of substance use 
disorders in a population of women who are incarcerated, as almost a decade of research 
supports the notion that gender-responsive treatments are necessary for positive treatment 
outcomes in incarcerated females (Frank et al., 2015; Lanza et al., 2014; Sacks et al., 
2012; Snell-Rood et al., 2016; Swopes et al., 2017). Several studies have found that many 
women who become involved with the criminal justice system have a complex and 
traumatic history (Finfgeld-Connett & Johnson, 2011; Frank et al., 2015; Sacks et al., 




substances (drugs or alcohol) as a coping mechanism to deal with trauma and abuse. This 
pattern of substance abuse increases the risk of a drug-related offense (Bahr et al., 2012; 
Begun et al., 2011; Sacks et al., 2012) and has a negative impact on the daily occupations 
and healthy life roles of these women (Frank et al., 2015; Heidemann et al., 2016; Snell-
Rood et al., 2016; Wasmuth et al., 2016).  
Cloyes and colleagues (2010) also found that the average age of initial 
incarceration often leads to female inmates beginning prison sentences at a time in their 
lives where they are likely to have children and be in the occupational role of mother or 
caretaker. As such, the high rate of incarceration of women - a rate that is “increasing at 
twice the rate of growth for men since 1980” (The Sentencing Project, 2019, p. 4) - has a 
negative effect not only these women themselves, but also their dependent children and 
families. Further research by Heidemann and colleagues (2016) found that women who 
were previously incarcerated faced stigma when returning to their community-based 
roles, as others often consider them “dangerous” or “bad mothers.” This stigma further 
harms the mother’s ability to return to her pre-incarceration life roles and creates 
additional barriers, such as challenges obtaining employment or housing.  
Theoretical Framework 
 The Model of Human Occupation is a well-known and highly regarded theoretical 
framework that is frequently used by occupational therapists around the globe. The 
Model of Human Occupation provides a foundation for identifying and understanding 
discreet factors that influence occupational performance patterns and behavior 




disorder, as it aims to maximize function and occupational engagement by focusing on 
four core tenants: Volition, habituation, performance, and environment (Kielhofner & 
Burke, 1980; Levin et al., 2007). Volition refers to both innate and acquired motivational 
structures that impact the way in which an individual selects, experiences, and interprets 
occupational behaviors (Kielhofner & Burke, 1980; Levin et al., 2007). Volition consists 
of three components: 1) personal causation, which is an individual’s confidence in their 
skills, abilities, and capacities, 2) interests, which refers to preferred activities and 
occupations, and 3) values, which refers to an individual’s world view and their core 
beliefs within this view (Levin et al., 2007). Habituation refers to patterns of behavior 
and daily routines. This concept consists of two components: 1) internalized roles, which 
are the positions that an individual fulfills within their social context (such as friend, 
mother, employee, sibling, caretaker, etc.), and 2) habits, which “evolve from repeated 
behavior in a particular kind of environment” (Levin et al., 2007, p. 10). Performance 
refers to an individual’s skillset, supports, and impairments, and how these interact to 
either promote or inhibit occupational behavior (Kielhofner & Burke, 1980; Levin et al., 
2007).  
 These first three components of this framework (volition, habituation, and 
performance) collectively comprise the internal system of the Model of Human 
Occupation. The fourth component, environment, constitutes the external system. The 
environment can include both a physical dimension, such as spaces and objects, and a 
social dimension, such as social groups, social expectations, and socially preferred 




economic, and political features, must also be considered when observing how external 
factors impact internal systems and resulting behavior. Input from the environment 
affects the internal system, which reacts and provides feedback to aid in environmental 
adaptation with the end goal of promoting occupational success (Kielhofner & Burke, 
1980). In this way, the Model of Human Occupation takes into account both the person 
and their environment when evaluating occupational engagement and performance.  
 Current research suggests that the Model of Human Occupation is an appropriate 
theoretical framework to use when conceptualizing the treatment of substance use 
disorder, as it addresses both personal and environmental restructuring (Davies & 
Cameron, 2010; Levin et al., 2007). Occupational therapy practitioners can help 
individuals explore their values and interests, improve self-efficacy as it relates to 
personal causation, alter habits to be better aligned with personal values and meaningful 
roles, and adjust the environmental context to maximize performance capacity. The 
Model of Human Occupation is a client-centered, occupation-focused theoretical model 
that lays a solid foundation for occupational therapy intervention in a population of 
incarcerated individuals with substance use disorder.  
Visual Model of the Problem 
 When examining the issue of substance use disorder in a population of 
incarcerated individuals, it is important to attend to early life experiences that contribute 
to the development of substance use disorder. An ever-growing body of literature shows 
that many environmental contexts (including physical, social, economic and psychosocial 




drug attitudes from family and peers significantly increase risk of both illicit drug use and 
alcohol use (Zapolski et al., 2019), and that this heightened risk of substance use may 
increase the degree of youth involvement in violent behaviors (Salas-Wright et al., 2016). 
Additionally, Grahn and colleages (2020) analyzed a sample of 14,914 adults found that 
“both childhood and adult psychosocial stressors have been identified as links to both 
incresed risk for substances use disorder and increased risk of imprisonment” (p. 697). 
These findings show that environmental factors have a crucial influence on drug use (and 
resulting behaviors) at an early age for both males and females.  
When examining the issue of substance use disorder, it is important to understand 
that males and females often have different experiences with early exposure to abuse and 
trauma. Females are more likely than their male counterparts to experience trauma or 
abuse early in their life, which can have a large impact on their decision to initiate 
substance use (Begun et al., 2011; Finfgeld-Connett & Johnson, 2011; Lanza et al., 2014; 
Saxena et al., 2014; Swopes et al., 2017).   A myriad of factors contribute to the initiation 
and continuation of substance use, which in turn may decrease participation in 
meaningful life roles and daily occupations.  
Substance use is a risk factor for criminal behavior and incarceration, as many 
studies have found a high number of incarcerated individuals were using drugs or alcohol 
at the time of their arrest. Lanza et al. (2014) found that drug abuse is the main reason for 
first contact with the criminal justice system among offenders. Echoing this sentiment, 
Sacks and colleagues (2012) found that most of the offenders in their study were under 




imprisonment, while Salas-Wright and colleagues (2016) drew a strong connection 
between substance use and violent behaviors. 
Despite the decades of research that attest to the effectiveness of in-prison 
treatment for substance use disorder and the necessity of continued treatment upon return 
to the community, former prisoners are released into the community with limited 
supports. This often results in a relapse into substance using behavior, which can have 
devastating effects. Additionally, formerly incarcerated individuals may return to drug-
related criminal behavior in order to procure an income due to the limited employment or 
educational opportunities available to them. This last link in the chain contributes to the 
cyclic nature of substance use and incarceration, as continued involvement in drug use, 
procurement, or trafficking often leads to reincarceration. It is also important to note that 
incarceration itself is often a traumatic experience for inmates, which further contributes 
to the cycle of trauma and abuse, and often results in further substance dependency and 
abuse as individuals attempt to cope with the trauma. A visual model of the problem is 
included in Figure 1 on the next page.  
Policy Considerations 
Relevant state legislature requires that the Department of Public Health 
implement a medication assisted treatment pilot program in specific correctional 
facilities. Medication assisted treatment is an FDA approved pharmacotherapy to treat 
opioid use disorder through the administration of one of three prescribed medications- 
Methadone, Buprenorphrine, or Naltrexone (Substance Abuse and Mental Health 





Figure 1. Visual Model of the Problem 
with counseling and behavioral therapies to provide a holistic treatment approach for 
individuals with substance use disorder (Substance Abuse and Mental Health Services 
Administration, 2019).  
The Consequences of Incarceration 
There are several groups of people who are negatively affected by lack of 
effective in-prison substance abuse treatment, including individuals who are incarcerated 
and the families and support systems of these individuals. Incarcerated individuals who 
do not receive substance abuse treatment are often released into the community with few 
support systems in place, which can lead to a myriad of problems, including lack of safe, 
stable housing, inability to procure employment, and continued involvement in criminal 
activity. Continued engagement in substance-using behavior post-release can have 




from prison is 30-60 times greater than normal due to overestimation by the individual of 
their tolerance to the drug (Hansen, 2017). Furthermore, continued substance dependency 
and abuse can increase the caregiving burden and decrease the quality of life for those 
who are close to the individuals who were incarcerated, including friends and family. 
Individuals struggling with addiction to drugs or alcohol are often unable to engage in 
other meaningful life roles or occupations, such as providing care to their child or 
maintaining a steady source of income. These challenges can further strain the already 
stressed connections of their social network.  
Failure to provide effective in-prison substance abuse treatment increases the toll 
on society as a whole, as repercussions of this lack of treatment often include increased 
crime, unemployment, domestic abuse, divorce, homelessness, and the spread of disease 
(National Drug Intelligence Center, 2011). While the average cost for one year of 
medication assisted treatment is estimated to be approximately $4,700 per patient, one 
year of incarceration costs approximately $24,000 per person (National Institute on Drug 
Abuse, 2018). These statistics further elucidate what several policy makers and treatment 
specialists already know: Effective substance abuse treatment reduces drug use and its 
associated health and social costs (National Institute on Drug Abuse, 2018). This growing 
body of research highlights the necessity of appropriate in-prison substance abuse 






Effective Principles of In-Prison Substance Use Treatment 
In-prison treatment for substance dependency and abuse can increase an 
individual’s ability to abstain from drugs post-release, which improves the likelihood of 
avoiding reincarceration and successfully reintegrating into the community (Bahr et al., 
2012; Begun et al., 2011; Frank et al., 2015; Heidemann et al., 2016; Sacks et al., 2012; 
Snell-Rood et al., 2016). The previous chapter outlined the nature of the problem and 
both the personal and societal ramifications of ineffective or nonexistent in-prison 
substance use treatment programs. The Power to Choose program addresses this issue as 
it is an evidence-based, occupation-focused substance use treatment program for 
currently incarcerated individuals.  
Behavioral Therapy 
A search of the literature revealed that there are several in-prison treatment 
approaches for substance use disorders in a population of incarcerated individuals. These 
approaches include therapeutic community treatment, cognitive behavioral therapy, 
acceptance and commitment therapy, and motivational interviewing.  
Therapeutic Community Treatment 
Therapeutic communities first gained traction in the US in the 1960s, and have 
since grown into a common form of long-term residential treatment for substance use 
disorders (National Institute of Drug Abuse, 2015). This treatment approach is recovery 
oriented, and focuses on cognitive change over an extended period of time. A recent 




improving problem-solving and coping skills in a population of incarcerated women 
(Finfgeld-Connett & Johnson, 2011). Additionally, a systematic review of occupation-
based interventions for addictive disorders found therapeutic communities to be an 
effective occupation-based social participation intervention, as the therapeutic 
community participants adopted new social roles and had novel social interactions within 
the treatment setting (Wasmuth et al., 2016). Therapeutic communities are an evidence-
based intervention to reduce substance addiction, but the feasible implementation of this 
type of programming is limited by facility design and resources. 
Cognitive Behavioral Therapy 
Cognitive behavioral therapy is a form of psychological treatment that involves 
efforts to change faulty thinking patterns or unhelpful behavioral patterns though 
dialogue and skill-building exercises (American Psychological Association, 2020). There 
is a plethora of recent research that examines the effect of cognitive behavioral therapy-
based interventions in treating substance use disorders in a population of inmates with 
substance use disorder (Bahr et al., 2012; Duwe & Clark, 2015; Lanza et al., 2014; Sacks 
et al., 2012; Wasmuth et al., 2016). All five of these studies found cognitive behavioral 
therapy to be effective in causing desired change in their treatment outcome (self-
efficacy, substance use, recidivism), although some studies found that cognitive 
behavioral therapy was less effective than or as effective as other forms of treatment- 
even when compared to treatment as usual groups (Bahr et al., 2012; Duwe & Clark, 
2015; Lanza et al., 2014; Sacks et al., 2012; Wasmuth et al., 2016). When working with 




can help facilitate skills needed to develop and maintain healthy support systems to 
decrease substance dependency. By helping individuals with substance use disorder 
develop skills (such as cognitive restructuring and healthy coping strategies) and find 
positive role models through supportive social networks, cognitive behavioral therapists 
can help individuals bolster their substance use-related self-efficacy and increase their 
confidence that they can remain sober (Stoffel & Moyers, 2004). 
Acceptance and Commitment Therapy 
Acceptance and commitment therapy is a relatively new form of treatment that 
addresses unhealthy strategies that clients use to avoid uncomfortable thoughts, emotions, 
memories, bodily states, and behavioral predispositions by altering verbal functions to 
encourage clients to behave in accordance with their self-identified values (Lanza et al., 
2014). While there is relatively little published research on the effectiveness of this novel 
treatment approach, there are a few articles that support the effectiveness of acceptance 
and commitment therapy in achieving continued treatment engagement and decreased 
substance use (Lanza et al., 2014; Luoma et al., 2012). 
Motivational Interviewing 
Motivational interviewing is an intervention technique that is based on the 
concept that reciprocal dialogue and discussions about motivation and consequences of 
behavior are core tenants of behavior change (Begun et al., 2011; Snell-Rood et al., 
2016). This model was based on the stages of change developed by Prochaska and 
DiClimente (1982), and works to identify what stage of change the client is in, as well as 




Motivational interviewing has been used with substance-using inmates and has been 
shown to be effective in helping inmates identify barriers to and motivation for change 
(Snell-Rood et al., 2016), as well as decrease substance use upon return to the community 
(Begun et al., 2011). However, there is research that suggests that motivational 
interviewing benefits women more consistently than men (Stoffel & Moyers, 2004). 
While there is not yet a consensus on the most effective form of behavioral 
therapy for in-prison substance use, there is a large body of evidence supporting the use 
of behavioral therapy in the treatment of substance use disorder.  
Essential Elements of Effective Interventions 
Multiple Treatment Modalities 
 Inclusion of multiple treatment modalities, such as hands-on skills training or 
contingency management, in substance use disorder treatment has bolstered outcomes in 
a range of studies (Bahr et al., 2012; Duwe & Clark, 2015; Saxena et al., 2014; Stoffel & 
Moyers, 2004; Swopes et al., 2017). Utilizing multiple treatment methods can have 
several positive effects, such as improving problem-solving and coping skills (Finfgeld-
Connett & Johnson, 2011; Saxena et al., 2014) and maintaining engagement in treatment 
programs post-release (Stoffel & Moyers, 2004). Additionally, the inclusion of 
medication assisted treatment is an important element of treatment for individuals with 
substance use disorder. Individuals receiving medication assisted treatment are often in a 
better position to stabilize their lives and reduce their substance use than their 
counterparts who are not receiving this medication (National Institute on Drug Abuse, 




comprehensive behavioral therapy in order to effectively pave the way for individuals to 
achieve long-term abstinence (National Institute on Drug Abuse, 2018).  
Occupation-Based 
There is a growing body of literature focusing on the role of occupational therapy 
conducting occupation-based interventions in prison settings (Crabtree et al., 2016; Hitch 
et al., 2016; Jaegers et al., 2020; Muñoz et al., 2016). Key findings from these studies 
point to the importance of creating client-centered interventions, establishing positive 
relationships between facilitators and program participants, and increasing knowledge of 
occupations, especially leisure occupations, for inmates who will soon be released from 
prison and return to community dwelling. Additionally, Wasmuth and colleagues (2016) 
found that while mastery experiences can improve self-efficacy (and in turn decrease 
illicit substance use), these mastery experiences are often lacking from didactic 
interventions. As such, the authors recommend supplementing didactic interventions 
(such as psychoeducation) with occupation-based approaches to improve treatment 
outcomes for individuals with substance use disorder. Occupation-based interventions 
that were found to decrease substance use included multi-dimensional family therapy, 
community-oriented group interventions, ecologically based family therapy, recreation 
therapy, and peer support (Wasmuth et al., 2016). The authors also found that body-mind 
interventions (yoga, tai chi, qigong) were effective in treating addiction to opiates. These 
findings indicate that occupation-based, client-centered interventions are effective in 
improving occupational outcomes and rates of substance use in a population of 




Gender-Responsive and Trauma Informed 
Unfortunately, females face a myriad of obstacles when it comes to substance 
abuse treatment, as female inmates have a higher rate of substance dependence than male 
inmates, female inmate’s problems with substances tend to be more severe and chronic 
than those of male inmates, and females are more likely than males to continue to use 
detrimental substances in the year after release from prison (Begun et al., 2011). As 
females often experience vastly different life trajectories than men, it is important that a 
treatment program for female offenders with substance use disorder is both gender-
responsive and trauma informed (Begun et al., 2011; Duwe & Clark, 2015; Sacks et al., 
2012; Saxena et al., 2014; Swopes et al., 2017). Including these elements in group 
treatment can also have a positive impact on other “essential elements” such as building 
positive relationships, as females are more likely to feel comfortable and open with other 
females who have experienced similar abuses and traumas (Duwe & Clark, 2015; Sacks 
et al., 2012; Saxena et al., 2014).  
Positive Relationships 
A common theme among in-prison substance use disorder treatment programs 
was the need to establish trust-based relationships in a group setting (Crabtree et al., 
2016; Finfgeld-Connett & Johnson, 2011; Frank et al., 2015; Saxena et al., 2014; Snell-
Rood et al., 2016). “Trust-based relationships” is one of four major categories of effective 
therapeutic elements in substance abuse treatment programs for inmates identified in a 
study by Finfgeld-Connett and Johnson (2011). By creating positive relationships with 




positive role models and a healthy social network to support them in their efforts to 
reduce drug use (Crabtree et al., 2016; Saxena et al., 2014; Snell-Rood et al., 2016). This 
concept of harnessing the power of positive relationships is closely related to other 
research that has posited that a core tenant of effective prison drug treatment is inmates 
being open about personal experiences related to drug use and dependence (Frank et al., 
2015).  
Aftercare Component 
Several articles discussed the importance of an aftercare component to in-prison 
substance use disorder treatment, such as attending community-based treatment groups, 
initiating or continuing individual therapy, continuing to receive medication assisted 
treatment to reduce substance cravings, and logging thoughts and behaviors regarding 
substance use in a workbook (Bahr et al., 2012; Begun et al., 2011; Sacks et al., 2012; 
Saxena et al., 2014; Stoffel & Moyers, 2004). Unfortunately, it is often difficult to 
coordinate continuous care during the potentially tumultuous transition from 
incarceration to community reentry. A synthesis of empirical research on the 
effectiveness of drug treatment programs for offenders identified inclusion of an aftercare 
component as one of five common qualities in effective substance use disorder treatment 
programs (Bahr et al., 2012). Other studies found that the inclusion of aftercare materials, 
such as a workbook with sheets on identification of substance use triggers, a 
drinking/drug use agreement, and a drinking/drug use diary (Stoffel & Moyers, 2004) or 
a resource folder developed with a specific population and geographic location in mind 




community-based substance use programming and decreased substance use over time.  
Study Limitations 
One large limitation to all of these studies is that several findings rely on self-
report outcome measures for criminal behavior and substance use (Heidemann et al., 
2016; Lanza et al., 2014; Sacks et al., 2012; Saxena et al., 2014; Snell-Rood et al., 2016; 
Swopes et al., 2017). A self-report measure is inherently weaker than more objective 
measures, as they are subject to reporter bias in which the participant may withhold 
information about their behaviors and attitudes due to fear of being judged or other 
potential consequences. Heavy reliance on these measures limits confidence that the 
findings are accurate, which limits generalizability of these findings to the target 
population. However, as it is time-consuming and costly to assess these outcomes in 
more objective ways (i.e. urine/saliva drug tests), self-report measures are commonly 
used in correctional settings.  
Additionally, multiple articles reported challenges with follow-up attempts with 
inmates, as several participants from their baseline sample had since been released into 
the community or transferred to a different facility (Bahr et al., 2012; Begun et al., 2011; 
Lanza et al., 2014; Swopes et al., 2017). As such, researchers had to compensate for lost 
data by reducing their sample sizes or extrapolating their findings from follow-up 
interviews to all participants (if there were no significant baseline differences between 
those who participated in follow-up interviews and those who did not). This limits the 
strength of these findings due to small sample size or missing data, and reduces 




receiving medication assisted treatment who are incarcerated at a large correctional 
facility in the northeast region of the United States.  
Furthermore, there were demographic variations in the participant pool in all of 
the articles included in this synthesis. Study participants varied in age, race, and 
socioeconomic status, among other factors and variables. While many studies had 
seemingly similar participant populations (average age of mid-30s, relatively low 
education levels, living with dependents prior to incarceration) there were still several 
study participants who did not match these demographic categories (Begun et al., 2011; 
Heidemann et al., 2016; Lanza et al., 2014; Saxena et al., 2014). Lastly, each of the 
included studies implemented different programs with different levels of fidelity in 
various locations. This myriad of variables limits the generalizability of the findings to 
the target population, as the individuals at the chosen correctional facility could be vastly 
different from the individuals included in these studies.  
Implications 
Essential Elements  
There is evidence to support the creation and implementation of an occupation-
focused group intervention to address substance use disorder in a population of 
incarcerated individuals. Current research encourages substance use treatment programs 
to be occupation based, gender-responsive and trauma-informed, include an aftercare 
component, facilitate the development of positive relationships, and include multiple 






While some evidence supports the implementation of long-term programs that go 
up to nine months in length (Bahr et al., 2012; Duwe & Clark, 2015; Sacks et al., 2012), 
this long timeline may not be feasible for the three-month window of this project. 
However, multiple studies found shorter programs to be effective in reducing drug use at 
follow-up. Several eight to 16 week treatments that met one to three times per week 
showed positive treatment outcomes (Bahr et al., 2012; Perry et al., 2019; Sacks et al., 
2012; Swopes et al., 2017). More intensive treatments, such as a 30-day program with 
five treatment hours each day (Bahr et al., 2012) and a five day program with four 
treatment hours per day (Saxena et al., 2014), also showed promising treatment 
outcomes. 
Outcome Evaluation 
Studies examining substance use in an incarcerated population frequently 
examine rates of recidivism to evaluate the effectiveness of substance use programming. 
Unfortunately, this longitudinal outcome measure is challenging to track due to the 
elusive and resource-intensive data collection that must occur to gather accurate 
information. However useful this data might be when evaluating program outcomes, it is 
unlikely that there will be access to such data within the timeline of this project. Other 
frequently used outcome measures include the Addiction Severity Index and the Drug-
Taking Confidence Questionnaire. The Addiction Severity Index is widely used in this 
population (Leonhard et al., 2000; Saxena et al., 2014; Wasmuth et al., 2016) and 




consuming to administer and score. Additionally, it covers seven global domains instead 
of focusing specifically on behavioral aspects substance use (Substance Abuse and 
Mental Health Services Administration, n.d.). The Drug-Taking Confidence 
Questionnaire is a self-efficacy measure for situation-specific coping in the context of 
alcohol and drugs. While this measure proved psychometrically sound when used in a 
clinically similar population (Swopes et al., 2017), it does not belong to the public 
domain and must be purchased, which would place an additional financial strain on the 
correctional facility.   
Several studies have examined self-efficacy for reducing or eliminating unhealthy 
substance use as a valid and reliable outcome measure for decreasing substance use over 
time (Stoffel & Moyers, 2004; Swopes et al., 2017; Wasmuth et al., 2016). Stoffel & 
Moyers (2004) regard this outcome of self-efficacy as an occupation-based measure that 
supports “return to healthy occupational engagement in valued occupational roles” (p. 
581). The Stages of Change Readiness and Treatment Eagerness Scale is a quick 
assessment that analyzes self-efficacy, specifically as it relates to substance-using 
thoughts and behaviors. The Stages of Change Readiness and Treatment Eagerness Scale 
was developed as a substance use-focused alternative to the University of Rhode Island 
Change Assessment, which is a gold standard stages of change measure that assesses 
general, client-chosen problems (Miller & Tonigan, n.d.). The Stages of Change 
Readiness and Treatment Eagerness Scale examines thoughts and behavior related to 
drug and alcohol use, specifically within the constructs of Ambivalence, Recognition, and 




Tonigan, n.d.) and has been validated in a population of incarcerated females with 
substance using behaviors (Vik & Ross, 2003). This instrument is considered a gold 
standard assessment, and it belongs to the public domain and is free to use. Additionally, 
it is quick to administer and score, which increases the feasibility of using this assessment 
to track treatment outcomes in a correctional setting. A thorough review of the literature 
led to the selection of the Stages of Change Readiness and Treatment Eagerness Scale as 





Description of Capstone Project 
Policy Considerations 
The Power to Choose group treatment program will be piloted at a large 
correctional facility in the northeast region of the United States. While future iterations of 
this protocol may be trialed with different populations at different facilities, it was 
originally created as a group protocol to bolster treatment for female inmates who are 
receiving medication assisted treatment. The selected correctional facility is receiving 
state funds to implement an onsite medication assisted treatment program. Per facility 
requirements, all individuals receiving medication assisted treatment must also attend a 
minimum of two group treatment programs each week. Currently, no treatment groups 
are running due to the COVID-19 pandemic. However, it is expected that substance use 
treatment programming at the correctional facility will commence again in the relatively 
near future, once social distancing procedures can be safely implemented.  
There are also several community partners that offer group treatment 
programming at the correctional facility. These treatment programs largely focus on 
substance use recovery and relapse prevention through social support, didactic 
intervention, and psychoeducation. The Power to Choose program will be offered during 
regularly scheduled recreation times, when other treatment groups are also offered. While 
inmates who are receiving medication assisted treatment are required to attend two 
groups on a weekly basis, they have the freedom to select which groups they attend. 




currently a group treatment option that is both evidence-based and occupation-focused. 
As such, both state-wide policies and facility-specific mandates support the 
implementation of an evidence-based, occupation-focused treatment group for substance 
use disorder in this population.  
Program Creation 
The author created The Power to Choose program, an evidence-based, 
occupation-focused group treatment protocol for incarcerated individuals who are 
concurrently receiving medication assisted treatment for substance use disorder. While 
the original project objectives were to create, implement, and evaluate this group 
protocol, protective policies enacted to mitigate the spread of COVID-19 prohibit the 
delivery of this type of in-person group programming at the current time. As such, 
arrangements have been made for the occupational therapist at the selected correctional 
facility to implement the group treatment protocol once she is able to be physically 
present onsite.  
The creation of this group protocol included multiple aspects, such as conducting 
research and collecting empirical evidence to both solidify the theoretical basis and 
support the scientific soundness of the intervention, writing the 16-session group 
protocol, and creating materials (PowerPoints, activity materials) to accompany the 
content presented in group sessions. Additionally, the first few iterations of the group 
treatment protocol sessions were revised based on feedback from field experts and 






To fulfill the initial evidence-focused phase of the project, thorough research was 
conducted on the nature of the problem, different treatment approaches, selected 
theoretical foundations, and published studies that examine the effectiveness of various 
substance use treatment groups. The author conducted a review of current literature to 
answer the following research questions: 
• What impact does substance use disorder have on the daily roles and occupations 
of individuals who are incarcerated? 
• What interventions are most effective for treating substance use disorders in 
inmates in a correctional facility? 
• What features of interventions are most associated with positive outcomes (i.e. 
decreased drug use, reduced crime activity post-release)?  
• What outcome measures are used to evaluate substance use recovery programs?  
• What outcome measures reliably evaluate substance use treatment programs in 
correctional facilities? 
Databases searched include PsycINFO, Cumulative Index of Nursing and Allied Health 
Literature, and PubMed. 
Evidence regarding the nature of the problem examined the occupational impact 
of substance use disorder and the resulting process of incarceration from a rehabilitative 
perspective. A summary of this evidence can be found in Chapter 1 of this report. An 
exploratory research approach was adopted to examine potential theoretical frameworks 




and propositions of theoretical frameworks including Bronfenbrenner’s Ecological 
Systems Theory, the Model of Human Occupation, the Stages of Change Model, and 
Social Bond Theory. A summary of evidence on the selected theory (the Model of 
Human Occupation) can be found in Chapter 1 of this report. Research on potential 
treatment approaches included collection of evidence on effective program designs that 
have been successfully implemented in correctional settings. This research examined the 
key principles of treatment approaches such as therapeutic community treatment, 
cognitive behavioral therapy, acceptance and commitment therapy, and motivational 
interviewing A summary of this evidence can be found in Chapter 2 of this report. 
The author also reviewed available substance use treatment group protocols that 
have been delivered in a correctional facility. Two group protocols were identified and 
reviewed: Thinking for a Change- Integrated Cognitive Behavior Change Program (Bush 
et al., 2011) and The Thinking Skills Programme (Ministry of Justice, 2010). Both of 
these programs were found to be effective in significantly reducing rates of recidivism 
(National Institute of Correction, 2014; Sadlier, 2010). Furthermore, The Thinking Skills 
Programme also reduced frequency of reoffending in the year following release (Sadlier, 
2010), while Thinking for a Change improved problem-solving skills and social skills for 
program participants (National Institute of Correction, 2014).  
In addition, the author reviewed raw data from in-person interviews with female 
inmates at the selected correctional facility regarding their perspective on group 
programming. These interviews were conducted during the summer of 2019 by a former 




Occupational Therapy. The interviews examined the perspectives of female inmates on 
the purpose, quality, impact, and level of engagement of the substance use treatment 
groups offered at the facility. These findings contributed to the creation of The Power to 
Choose protocol, as the author discovered that female inmates prefer hands-on, 
interactive, and fun activities in groups and disliked repetitive, discussion-based, or 
homework-heavy groups.  
Writing the Program 
 The group treatment protocol for The Power to Choose program consists of 16 
hour-long interactive group sessions. After reviewing the structure, content, and delivery 
methods of existing treatment programs, evidence regarding effectiveness of these 
programs, core principles of selected theoretical foundations (cognitive behavioral 
therapy and acceptance and commitment therapy), and data from interviews with 
inmates, 16 main session topics were identified. Selected session content includes 
understanding the connection between thoughts, feelings, and actions, understanding 
values, recognizing triggers, developing social skills (emotional intelligence, negotiating, 
apologizing), developing coping skills and resilience, goal setting, and problem solving 
(weighing options, making a decision, evaluating results). A session outline was created 
and these sessions were grouped into three phases: 1) Examining our thinking; 2) 
Establishing positive relationships; and 3) Exploring techniques to solve problems. A full 
session outline can be found in Appendix A.  
Each session is designed to be 60 minutes long. Full-length group treatment 





Every session outline follows the same main structure, detailed below: 
• Treatment objectives 
• Materials needed 
• Introduction to group 
• Introduction to session topic 
• Activities 
• Conclusion 
The “Treatment Objectives” section is meant to help the group facilitator understand the 
purpose of the session and the key learning points. Similarly, the “Materials” section 
delineates all the necessary materials (including technology) for the session. The 
“Introduction to Group” section remains relatively unchanged throughout the session 
progression, with the exception of the first few sessions which focus more on this 
introduction to the group and establishing common ground among group participants. In 
this section, group members review established group norms and names. A new 
icebreaker question is presented each session. The “Introduction to Session” section 
begins with a review of behavior-based homework assigned in the previous session. The 
new session topic is then introduced with a combination of videos, verbal instruction, and 
group dialogue. This section often includes dialogue scripts (enclosed in text boxes) that 
the facilitator can read aloud to the group. These scripts are written to be culturally aware 
and accessible to inmates from a variety of backgrounds, including various levels of 




layman’s terms to increase accessibility and ease of understanding. Additionally, the 
inclusion of standardized text increases the fidelity of the group treatment protocol, as 
various facilitators from different backgrounds can utilize the scripts to deliver the 
intervention in a way that ensures the integrity of program content. 
Each session generally includes two to three activities. While the activities vary in 
length, content, and style, all activities are evidence-based, occupation-focused, and 
interactive. Each session is ended with a conclusion, most of which include three distinct 
aspects. The conclusion begins with an “In Here & Out There” application section, which 
asks group participants to envision when, where, and how they can implement the skill 
introduced in the session into their daily lives, both during their period of incarceration 
and upon their return to the community. The next part of the conclusion section is a 
visualization of how skills are connected. This segment utilizes a large poster board. At 
the end of each session, the skill introduced in the session is added to this poster board, 
and participants are asked to find connections between the new skill and the skills 
covered in previous sessions. An example of this visualization can be found in the 
conclusion section of session 5 (Appendix B).  
Creating the Materials 
Each session protocol has a corresponding PowerPoint that serves as a visual aid 
in reviewing group norms, presenting session content, and facilitating activities. All 
session PowerPoints include a title slide with the session topic, a slide reviewing 
established rules and group norms, and a visual representation of the group’s progression 




path leading up to the top. There is an animated marker that moves along the path at the 
beginning of each session, helping group participants understand the progress they have 
made thus far. An example of this visualization is provided in Figure 2 below. 
 
Figure 2: Visual Representation of Progress 
 Similar to the session outlines themselves, the session PowerPoints vary widely. 
Most include videos relevant to the session topic, pictures or illustrations that are 
referenced when presenting materials or an activity, or concise bullet points highlighting 
main concepts. Accompanying PowerPoints to sessions 5, 7, and 10 (Appendices B, C, 
and D) can be found in Appendices E, F, and G, respectively.   
Revising Sessions  
 Group protocols and companion PowerPoints were reviewed by the occupational 
therapist at the correctional facility who will be implementing the program, as well as the 




to the author and implemented in succeeding iterations of the program. The final group 
protocol curriculum was finalized in August 2020, with an anticipated pilot date of 
September 2020.  
Program Logistics 
Method of Delivery  
 The Power to Choose program consists of 16 sessions that will be delivered over 
the course of eight weeks (two sessions per week) by a licensed occupational therapist. It 
is recommended that the program be implemented with a closed group, meaning that 
members of the group will remain the same throughout the treatment process. The closed 
group model aims to foster a safe and comfortable treatment space for group participants, 
as well as to encourage the development of positive, trust-based relationships. This 
decision to adopt a closed group model was made in tandem with key stakeholders at the 
correctional facility. Although created with female inmates in mind, this program will be 
piloted with male inmates who are receiving medication assisted treatment at the selected 
correctional facility. The Director of Women’s Programming at the facility hopes to offer 
this group for women inmates receiving medication assisted treatment as well. It is 
currently anticipated that this program will be piloted with male inmates receiving 
medication assisted treatment at the selected facility when in-person programming 
resumes. It is not feasible to deliver the intervention virtually, as it would require all 
group participants to be logged onto video chat simultaneously, which is challenging due 





Role of Personnel 
 Necessary personnel for this program include the group facilitator, the inmates 
who elect to participate in the group, correctional officers who will escort inmates to the 
group and enact security measures during the group, and other staff members that the 
group facilitator will likely interact with during the planning and preparation stages of the 
program. Administrative input from the Director of Women’s Programming and the 
Treatment Director is also anticipated as this program is piloted.  
Model of Participant Engagement  
 While The Power to Choose program will be delivered as a closed group, the 
correctional facility allows inmates to engage in a “shopping period,” in which they 
attend one group session before deciding if they are willing to commit to the full course 
of group treatment. Evidence suggests that individuals who are motivated to take 
autonomy in their own treatment process have more positive recovery trajectories (Begun 
et al., 2011; Substance Abuse and Mental Health Services Administration, 2009; Snell-
Rood et al., 2016). As such, the first session focuses on outlining goals for treatment and 
establishing motivation for treatment and engagement in the group treatment process.  
Essential Program Features 
Current research encourages substance use treatment programs to be occupation 
based, gender-responsive/trauma-informed, facilitate the development of positive 
relationships, and include multiple treatment modalities. The Power to Choose program 
encompasses all of these essential elements. Additional review of raw data collected via 




fun activities in groups and disliked repetitive, discussion-based, or homework-heavy 
groups. These preferences and considerations were taken into account during the creation 
of the group protocol. As a result, each group session has at multiple hands-on, 
interactive group activities to stimulate participant engagement and learning.  
A new icebreaker question is presented at the beginning of each group session, 
even after the group members have become familiar with each other and with the group 
facilitator. The purpose of this design is to create and foster positive, trusting 
relationships among group participants, as well as between the participants and the 
facilitator. Establishing positive, trust-based relationships is one of the essential elements 
of group substance use treatment (Crabtree et al., 2016; Finfgeld-Connett & Johnson, 
2011; Frank et al., 2015; Substance Abuse and Mental Health Services Administration, 
2009; Saxena et al., 2014; Snell-Rood et al., 2016). Additionally, the closed group design 
of the group further facilitates the formation of this trust. 
The program provides interactive presentation of information and activities to 
bolster engagement and knowledge retention. The inclusion of verbal instruction, 
PowerPoint visual aids, and interactive activities appeals to all types of information 
processing and learning styles. Multiple treatment modalities are employed throughout 
the course of the program, including contingency management (if a group member misses 
more than three group sessions, they will not be allowed to continue on in the treatment 
group), and hands-on skills training. Utilizing multiple treatment methods can have 
several positive effects, such as improving problem-solving and coping skills (Finfgeld-




programs post-release (Stoffel & Moyers, 2004). 
The Power to Choose program also encompasses the essential elements of 
providing occupation-based, gender-responsive, and trauma-informed content. The 
curriculum draws upon the importance of core values and beliefs that guide occupational 
engagement on a number of levels (social participation, daily routines, important life 
roles, and other meaningful activities or occupations). Several activities include role-play, 
further enhancing the occupation-based nature of the program. Dialogue script is 
provided to ensure that content is presented in a trauma-informed, culturally respectful 
manner. The script was designed to be accessible to inmates of all sexes, genders, races, 
family backgrounds, education levels, and socioeconomic statuses in order to allow 
participants to feel safe and respected and to bolster engagement and learning. 
Barriers for Broader Implementation 
 Currently, one of the largest challenges to implementing The Power to Choose 
program at the selected correctional facility is the unprecedented and ongoing COVID-19 
pandemic. This pandemic has the potential to limit or prevent the implementation of this 
program, as it is designed as an interactive, in-person group treatment program. 
Additional barriers for broader implementation could include lack of staff or resources to 
facilitate the program or limited participation of inmates in the program. The author has 
received confirmation that the selected correctional facility has both the staff and 
resources to implement The Power to Choose program. However, implementation of this 
group protocol at other correctional facilities could be limited by lack of appropriate staff 




implementation, The Power to Choose program was designed to motivate individuals to 
actively engage in their own treatment process from the first group session. Additionally, 
the author drew upon knowledge of the facility and information from recent interviews 
with inmates to create activities that are interactive, engaging, motivating, and relevant to 
the daily lives of the group members in the hope that these aspects increase inmate 
participation. 
Desired Outcome 
 On a broad scale, The Power to Choose program aims to decrease substance use, 
decrease future criminal activity/contact with the criminal justice system, and pave a path 
for successful community reintegration post-release. Unfortunately, these outcomes can 
be elusive and challenging to observe due to the amount of time and resources they 
require to track. However, current evidence suggests that substance-related self-efficacy, 
or the belief that one can reduce or eliminate substance dependency, can be a valid and 
reliable outcome measure for substance use over time (Stoffel & Moyers, 2004; Swopes 
et al., 2017; Wasmuth et al., 2016). As such, the Stages of Change Readiness and 
Treatment Eagerness Scale was selected as the outcome measure that will be used to 
evaluate the effectiveness of The Power to Choose program. This measure looks at self-
efficacy as it relates to changing substance using behavior. Individuals score themselves 
on this 19-item instrument by rating themselves on a Likert scale (1= Strongly Disagree, 
5= Strongly Agree) in response to items such as: “Sometimes I wonder if I am an addict” 
and “I’m not just thinking about changing my drug use, I’m already doing something 




data collected from multiple administrations of the selected instrument will measure the 
intended outcome of increasing self-efficacy related to reducing drug-related thoughts 






Evaluation Plan and Outcomes 
Evaluating Outcomes 
 Program evaluation will occur through both quantitative data analysis and the 
completion of a social validity study. Both methods of evaluation will speak to the 
effectiveness of The Power to Choose Program as it relates to improving substance-
related self-efficacy among group participants, with the specific aim of decreasing 
substance using behaviors.  
Social Validity 
 While quantitative data collection and analysis will occur in tandem with the 
delivery of The Power to Choose program, a social validity study was conducted during 
the initial stages of group protocol creation. Alan Kazdin, a renowned professor of 
psychology who has worked at Northwestern University and Yale University, defines 
social validity as a concept that “draws attention to whether the goals of treatment, the 
intervention techniques that are used, and the outcomes that are achieved are acceptable, 
relevant, and useful to individuals who are stakeholders, consumers, or recipients of the 
individual” (2005, p. 1875). Kazdin posits that social validity is appropriate and effective 
when examining intervention research that aims to produce change in functional behavior 
and adaptation (2005). The Power to Choose program was evaluated using a specific type 
of social validity known as expert validation. Expert validation focuses on the selection 
of treatment objectives and intervention procedures as opposed to the implementation of 




Power to Choose group intervention protocol, the author solicited feedback on the 
program objectives and intervention activities from experts in the field of substance use 
treatment in the setting of a correctional facility. A preliminary draft of The Power to 
Choose protocol was submitted to three full-time employees at the chosen correctional 
facility: 1) Occupational therapist, 2) Director of Women’s Program services, and 3) 
Treatment Director for medication assisted treatment. These field experts reviewed the 
group intervention protocol and proposed additions or alterations to increase the quality 
and feasibility of the program. In order to most effectively elicit targeted and 
standardized feedback, each field expert answered the same questions related to program 
objectives, content, and theoretical basis. The social validity questionnaire is included in 
Appendix H.  
Quantitative Data Analysis 
Quantitative data will be collected through multiple administrations of the Stages 
of Change Readiness and Treatment Eager Scale (described in detail in Chapter 2). 
Analysis of data collected from multiple administrations of the outcome measure will 
allow for examination of the intended outcome of increasing self-efficacy related to 
reducing drug-using thoughts and behaviors in group participants. This outcome data will 
be collected at baseline (during the second group session), during the intervention (during 
the sixth and eleventh group sessions), and at the end of the intervention (during the 
sixteenth group session). Ideally, follow-up data (collected at 3-months and 6-months 
post-intervention) would be collected and analyzed as well. This recommendation for 





It is important to note that absenteeism may affect the individual gains in self-
efficacy experienced by each participant. For example, it would be inappropriate to 
analyze data from an individual who only attended 10 groups alongside data from an 
individual who attended all 16 group sessions. In an attempt to control for absenteeism, 
all participants are asked to denote how many group sessions they have attended when 
they are completing the outcome measure. A list of previous group session topics is 
provided to participants via PowerPoint slide as they are completing the form in order to 
assist participants in recalling which sessions they attended. In addition, it is possible that 
group participants may feel pressured to provide responses that indicate exaggerated 
levels of improvement when completing the outcome measure in an attempt to please the 
group facilitator. In order to mitigate this obstacle as much as possible, the outcome 
measure will be completed anonymously. Group participants are instructed to withhold 
any identifying information from the assessment form, and the group facilitator is 
instructed to uphold these principles of anonymity to the best of their ability.   
Logic Model 
 A logic model that outlines the nature of the problem, relevant activities chosen in 













Proposed Quantitative Analysis 
 Quantitative data will be collected when The Power to Choose program is piloted 
at the selected correctional facility. Throughout the course of group treatment, 
participants will complete multiple administrations of the Stages of Change Readiness 
and Treatment Eagerness Scale outcome measure. Statistical measures of central 
tendency (i.e. average, median, range) are recommended to analyze the collected data in 
order to examine trends and statistical themes. During the initial stages of group protocol 
creation, a more sophisticated statistical approach was considered. The author 
contemplated using paired t-tests due to conditions such as a dependent sample 
(participants do not change throughout the group) and the desire to examine if there is an 
improvement between baseline scores and post-intervention scores (Tomita, 2006). 
However, it is anticipated that the pilot program will produce a small sample size due to 
facility protocols and limited staffing and resources. As such, the author selected 
descriptive statistical analyses as a more prudent approach, as these analyses can be used 
to find clinically and statistically significant trends in smaller sample sizes. These 
recommendations for statistical analysis are clearly outlined in The Power to Choose 
program manual. 
Analysis of Social Validity Data 
A draft of The Power to Choose group treatment protocol was submitted to three 
field experts for review, along with a social validity questionnaire (see Appendix H). This 




established treatment goals and objectives. The second and third questions are specific to 
the chosen activities, and delve into the domains of self-efficacy, developmental levels, 
and intrinsic motivation. The fourth and final question aims to understand if the group 
treatment protocol is user-friendly from a facilitator point of view. Feedback data from 
the three expert validators were organized and categorized into main concepts by 
examining core themes based on common suggestions and comments. Further analysis of 
this qualitative data was completed by authenticating conclusions drawn from 
interpretation of provided feedback. This authentication process was completed through 
review of main themes drawn from collected data with the occupational therapist, who 
served as the author’s onsite mentor throughout the duration of the project. The expert 
status of the chosen reviewers further contributes to the credibility of the social validity 
study.  
Findings 
Analysis of qualitative data procured through the social validity questionnaire led 
to key findings regarding the relevance, feasibility, and anticipated motivational impact 
of The Power to Choose program. Reviewers agreed that the established goals and 
treatment objectives seem relevant and applicable for the population of incarcerated 
individuals receiving medication assisted treatment at the selected facility. One reviewer 
regarded the objectives as “simple and easy to convey to the population,” while another 
wrote that self-efficacy is “a crucial component of decreasing substance use and 
maintaining one’s recovery.” Reviewers further confirmed that the session-specific goals 




In regards to questions about selected group activities, reviewers established that 
activities are appropriate for all skill levels, and that the level of challenge presented by 
each activity increases throughout the group process as trust forms within the group. 
Reviewers noted that the theoretical foundations for the protocol (cognitive behavioral 
therapy and acceptance and commitment therapy) provide appropriate groundwork for 
participants to develop and improve their substance use-related self-efficacy. Reviewers 
further commented that offering hands-on activities that are accessible to a range of 
learning styles will likely increase group participation and attendance. In addition, 
specific feedback was provided to the author regarding content presentation. One 
reviewer commented on the importance of emphasizing (and re-emphasizing throughout 
the progression of group content) the fact that individuals are in control of their thoughts 
and feelings by using the skills of self-awareness and thought reframing. The author 
implemented this feedback throughout the group treatment protocol to encourage self-
confidence and ownership of thoughts, feelings, and actions in group participants.  
In regards to the last question focusing on the protocol as it pertains to ease of 
facilitator implementation, reviewers determined that the protocol appears to be a 
“focused, detailed, and well-organized group curriculum.” Furthermore, the occupational 
therapist (who will be piloting the group at the correctional facility) confirmed that the 
protocol is user-friendly and well laid out, commenting: “It’s clear what I’ll need for each 
week.” Specific feedback was provided regarding one group activity, as the instructions 
were not clear enough to visualize the activity. This feedback prompted the author to re-




set-up in the supplemental program materials.  
Spontaneous feedback on the feasibility and logistical considerations of the group 
protocol was also provided by the occupational therapist evaluator. This feedback was 
provided in addition to comments submitted on the social validity questionnaire. 
Recommendations were made regarding the context of skill-building and role-playing 
activities, as well as the presentation of group content. For example, this evaluator 
suggested that the “Out There” application section of each session conclusion include a 
scenario related to a parole/probation officer or a sober house manager. Application of 
skills to these specific contexts would be valuable to individuals who are returning to the 
community while on parole and/or probation, or who are transitioning back to community 
dwelling through a sober house program. Lastly, this reviewer provided input on the 
safety-related feasibility of proposed activities. Certain materials (such as scissors, 
clipboards, and paper clips) were deemed unsafe and would not be allowed into the room 
where the program takes place. The author adjusted the materials list and activities 
accordingly. 
Overall, expert reviewers found The Power to Choose group treatment protocol to 
be relevant, realistic, developmentally appropriate, and intrinsically motivating for the 
target population. Furthermore, reviewers confirmed that the group protocol is user-






There are several stages of information dissemination that will occur throughout 
the course of this project. In an effort to present findings and recommendations for future 
program implementation to a variety of stakeholders and audiences, the following 
dissemination plan was constructed.  
Correctional Facility Stakeholders 
In order to disseminate relevant findings and outcomes to key stakeholders at the 
selected correctional facility, the author will present a written document outlining key 
findings from the social validity study, resulting program alterations, and recommended 
future course of action. Additionally, the author will present the finalized group treatment 
protocol for The Power to Choose program, which includes an introduction to the 
evidence base for program, an introduction on how to best utilize the treatment manual, 
and instructions for implementation and outcome evaluation. As the author is unable to 
personally implement the pilot of The Power to Choose Program, the manual will 
explicitly state recommendations for program implementation, including program 
preparation, potential barriers to effective implementation, and methods to assist with 
collection and analysis of outcome data. The intended audience for this form of 
dissemination includes the anticipated facilitator for the pilot of The Power to Choose 
Program (the occupational therapist at the selected correctional facility), the field experts 
surveyed in the social validity study (the Director of Women’s Programming and the 




preparation for and implementation of the pilot program.  
Furthermore, the written summary of empirical evidence used to inform the 
creation of The Power to Choose program can be presented to relevant agencies if the 
correctional facility seeks funding for programming or submits documentation to 
demonstrate the quality of treatment programming offered to incarcerated individuals. As 
such, the intended audience for this written deliverable includes a range of professionals 
involved in the criminal justice system, including agencies with the capacity to provide 
funding for programming and regulation agencies that monitor treatment programming 
offered to incarcerated individuals.  
Academic Stakeholders 
In order to disseminate results from this Doctoral capstone project to key 
stakeholders in Boston University’s Occupational Therapy Department, the author will 
deliver a verbal presentation outlining key project components and main findings from 
conducted research. This presentation will be completed in partial fulfillment for the 
requirements for the degree of Doctor of Occupational Therapy. This presentation will 
occur virtually due to current social distancing recommendations as a result of the 
COVID-19 pandemic. The stage of dissemination will include the presentation of an 
academic poster that highlights the nature of the problem as it relates to occupational 
therapy, the theoretical foundation selected for the program, the description of the project 
and key findings, methods used to evaluate outcomes, and a summative conclusion that 
contains recommendations for future work. The poster is included below in Figure 4. The 




academic mentor that advised the author throughout the duration of the capstone process) 
and peer doctoral candidates.  
 
Figure 4: Academic Poster 
Clinical Practice 
Other relevant stakeholders include researchers and clinicians involved in treating 
substance use disorder in a correctional setting. While The Power to Choose program is 
still in the early stages of review and has not yet been evaluated for program 
effectiveness, the evidence base and theoretical foundation used to inform the creation of 
the program could be useful to these clinical stakeholders as they plan and implement 




disseminate relevant findings to these stakeholders, the author plans to publish this thesis 
in a doctoral dissertation database at Boston University. Furthermore, the author intends 
to submit the academic poster to various academic venues, including state-wide and 
national occupational therapy conferences. Dissemination of this work through 
publication and submission to various venues and conferences may increase clinical 
understanding of the myriad of challenges associated with dual incarceration and 
substance use, as well as professional understanding of the distinct value of occupational 






Conclusion and Further Recommendations 
Occupational therapy is uniquely situated in the health care field due to the 
profession’s wide-ranging scope of practice and the skills, knowledge, and ability to 
bring clinical value to virtually any practice setting. The profession is well suited to help 
incarcerated individuals with substance use disorder experience successful community 
reintegration via engagement in an occupationally rich life without the use of drugs or 
alcohol. The Power to Choose program embraces occupation-focused activities that allow 
group participants to examine and redefine their occupational selves, including their daily 
routines and life roles. By examining the dual problems of substance abuse and 
incarceration through an occupational lens, The Power to Choose program affords group 
participants with opportunities to learn and practice skills they can use to make healthy 
choices and establish productive routines and patterns of thinking.  
The Power to Choose program is built on a foundation of current empirical 
evidence related to effective elements of substance use treatment and delivery of 
treatment in a correctional setting. Synthesis of high-quality literature from the past 
decade informed the creation of this manualized group treatment protocol and supported 
the implementation of innovative elements. For example, the program combines the well-
established method of cognitive behavioral therapy with a newer approach to behavioral 
change: Acceptance and commitment therapy. While learning and practicing principles of 
cognitive behavioral therapy may create behavior change in one individual, a different 




commitment therapy. The inclusion of both methods of behavior change aims to make the 
group accessible to a range of learning styles.  
Occupational therapists are skilled in task analysis and grading activities to either 
increase or decrease the level of challenge depending on the skills and abilities of the 
client. The selected activities included in The Power to Choose protocol were designed to 
be challenging, motivating, and achievable for all group participants. However, treatment 
in a group setting can be challenging due to varying levels of client knowledge and 
ability. In an attempt to mitigate this challenge, the group protocol includes options for 
grading tasks and activities based on group dynamics, frustration tolerance, and 
understanding of session content. While this program would ideally be facilitated by an 
occupational therapist, the inclusion of instructions to grade activities expands the 
accessibility of the group facilitator role to a variety of clinical personnel.  
Lastly, the creation of the group protocol was also informed by research 
conducted by a former occupational therapy graduate student at the selected correctional 
facility during summer 2019. This student conducted interviews with several inmates and 
group facilitators over the course of the summer. Her interviews with group facilitators 
highlight observations and recommendations for effective group facilitation. Her 
interviews with inmates dive into desirable group characteristics (i.e. fun, interactive, 
interesting, supportive facilitator) and factors that affect group attendance. Findings from 
this data set were helpful in informing the design and content of The Power the Choose 
program.  




the field and finalized, further work is needed to advance the understanding of program 
effectiveness. These steps include the implementation of a pilot program (slated for 
September 2020) and collection and analysis of preliminary data. While many existing 
substance use treatment programs in correctional facilities examine recidivism as a long-
term outcome, this factor is incredibly challenging and resource-consuming to track. 
Future research should examine outcomes of treatment programs that aim to increase 
substance use-related self-efficacy, as this factor is more accessible and shown to be 








Phase 1: Examining our Thinking 
1. Introduction (introduction to group norms, expectations, rules; outlining treatment 
goals; establish motivation for treatment and engagement in the group therapy 
process)  
2. Exploring your values (identify personal values and understand the role they play 
on daily thoughts, feelings, and actions; understanding how to act in line with 
values) 
3. The thoughts, feelings, and actions pipeline (largely based on tenants of 
acceptance and commitment therapy and cognitive behavioral therapy- we cannot 
change how we feel, so we change how we think, which in turn changes how we 
behave) 
4. Recognizing triggers (identifying and exploring thoughts and feelings that lead to 
problem behavior that has negative consequences) 
5. Create new thinking patterns (analyze, establish, and practice new ways of 
thinking that are aligned with the values & beliefs of participants)  
Phase 2: Establishing Positive Relationships 
6. Focus on Feelings, part 1: You (emotional self-awareness and 
managing/responding to emotions- heavy reliance on theoretical foundations to 
encourage psychological flexibility as it relates to identifying and managing 
emotions)  
7. Focus on Feelings, part 2: Others (understanding the perspective of others, 
addressing egocentrism)  
8. Negotiating (understanding and practicing how to come to a compromise with 
others, taking into account emotional awareness content from previous 2 lessons)  
9. Apologizing (introduce skills related to apologizing, focus on importance of 
perspective taking during this process)  
10. Communicating (making a complaint, responding to anger)  
Phase 3: Exploring Techniques to Solve Problems  
11. Recognizing a problem, weighing choices and consequences (figuring out how to 
discover what the problem is and how to gather appropriate information to inform 
decision making, discussion on cause and effect, review of gathering information 
to inform problem solving process, flexible thinking) 
12. Making a decision and evaluating results (learn about and practice skills related to 
deciding on a course of action and evaluation of the process/results)  




14. Resilience (frustration tolerance, understanding resilience, understanding and 
developing protective factors) 
15. Goal setting & attainment (understanding how to set realistic goals, deal with set-
backs) 
16. Conclusion/celebration (making final connections among session content, setting 
goals for the future, reviewing tools and strategies learned in group, reinforce that 
cognitive self-change is an ever-evolving process that requires continuous 







Session 5: Creating New Thinking Patterns 
 
Purpose/Treatment Objectives 
• Help individuals develop skills necessary to create healthy patterns of thinking 
• Analyze negative thought patterns and common thinking traps- discuss how to re-
frame these thoughts  
• Establish and practice new ways of thinking that are aligned with the values & 
beliefs of participants 
Materials 
• Beach ball with several colors 
• Computer (PowerPoint: “S5- Creating New Thinking Patterns”) 
• Skill connection poster board (see Conclusion à Visualization of how skills are 
connected) 
• Easel (for skill connection poster board) 
Introduction to Group (5 minutes) 
• Introductions 
o Briefly introduce yourself as the group facilitator. Group members should 
be familiar with you at this point. 
o Ask group members to briefly introduce themselves by saying their name 
and answering an icebreaker question. This question should be a new 
question that you have not asked the group before. Examples of potential 
ice breaker questions are listed in Resource 3-1.  
o Ensure that everyone participates.  
• Review Rules 
o Ask for volunteers to verbally read bullet points from the most recent list 
of rules and group norms, using Slide 2 as a visual aid. Ensure that the list 
is updated.  
o Ask if any participants have questions about established rules/norms. 
Introduction to Session Topic (15 minutes) 
• Start with Slide 3- the mountain visual. Remind the group participants about the 
three phases of the group. Once you have reviewed the phases, click for 
animation- a smiley face should appear on the mountain. Explain to the group 
members that they are continuing this journey, and that they are steadily climbing 
up the mountain together.   
• Session Topic: “Today we are focusing on creating new thinking patterns. To do 




a more positive way. We will practice thinking in new ways that are aligned with 
each of your individual values and beliefs.” 
• First things first- Review behavior-based homework from the previous session. 
Ask for volunteers to share. Encourage participation, but do not force anyone to 
share. You can introduce this segment in the following way: 
 
• Now it is time to introduce the new topic. Start off by explaining why it is 
important to create new thinking patterns. Example of appropriate dialogue is 
included below: 
 
“Last session, you were asked to pay attention to your individual triggers, 
and notice any triggers that you might experience in the time between the 
end of last session and the beginning of this session. Remember that a trigger 
is anything, like a person, place, situation, or object, that creates an unwanted 
emotion or a negative action or behavior. Basically, a trigger is anything that 
pushes your buttons and puts you in a bad mood. Does anyone have an 
example of a trigger they experienced and how they dealt with it? This could 
be a recent example, or something that happened way in the past.” 
Slide 4- “In past group sessions, we have talked about how our emotions and 
the way we feel are not the result of what happens to us, but instead how we 
think about what happens to us. We all struggle with voices in our head that 
tell us we aren’t good enough. We all struggle with negative thinking 
patterns that force us into believing that we are going to fail or that we are 
not worthy. These little voices and bad thought patterns can cause a lot of 
depression or anxiety. In order to minimize the inner voices that put us down, 
we have to change the way we think and we have to change our thought 
patterns. Since these thought patterns have been a part of our day-to-day life 
since we were old enough to think and talk, it takes more than a day or two to 
change them. In fact, changing our thought patterns can take several years to 
master. The good news is that you can start changing the way you think right 
now- and every time you reframe a bad thought in a more positive way, it 
will force you to slow down and will make you feel more calm, organized, 
and in control. Before we start talking about how to change our thinking, 
let’s look back a few thousand years and see how we got here in the first 
place (play video on slide 5, then move to slide 6) “Now that we’ve 
established that it’s normal to get stuck in our own trap of negative thinking, 
let’s look at the steps to creating new thinking patterns. First things first, if 
you are feeling a strong negative emotional reaction to something, it is 
important to hit the pause button and take a step back. If we continue on 
without thinking, we often act in rash or hurtful ways that we will later 
regret. Once we take a quick pause, the second step is to identify the trigger. 
Can anyone remind me what a trigger is?” (Take one or two volunteers from 






• Ask the group: “What questions do you have?” Address any questions before 
moving on to the next activity.  
Activities 
Activity #1: Pass the Buck (10 minutes) 
• Purpose: The purpose of this activity is to help group members practice re-
framing thoughts. Additionally, this warm-up activity serves to engage group 
participants through interaction and physical movement.  
• Preparation: Ensure that you have a fully inflated beach ball with at least 3 colors. 
If the beach ball has more than 3 colors, combine the colors into categories (see 
instructions for example). 
• Instructions: First begin the activity by reading the story on the following page- 
this will be the scenario that group members reference when they participate in 
the activity. 
Slide 6 Continued- “Exactly! To figure out what triggered us, we can look 
at where we were or who we were with when we first felt upset. We can 
also look at events that happened that caused us to feel upset. Remember 
that triggers are different for everyone, and that most triggers are small and 
subtle, but they still have a big impact on how we feel. Step 3 is noticing 
your automatic thoughts. What is the first thought that ran through your 
mind after you had this experience? These automatic thoughts happen 
without us intentionally creating them. For example, if someone cuts you 
in line at the grocery store, your automatic thought may be: “What a jerk!” 
It is important to notice how we feel- the more awareness you have about 
how you feel, the more you are able to be in control of your emotions and 
behaviors. Step 4 goes hand-in-hand with step 3. Once you figure out what 
your automatic thought is, you should then figure out what your initial 
emotional reaction was. Let’s stick with our grocery store line example. 
Let’s say someone cuts you in line, and your immediate thought is: “What 
a jerk!” The initial emotions that could be attached to this thought include 
anger, frustration, or anxiety. The last step is to generate alternative 
thoughts. This is the main step that we will be focusing on during this 
session. Some alternative thoughts could include: “Maybe the person did 
not notice that I was standing in line before them” or “I’m a pretty patient 
person, and maybe they’re in a rush- it isn’t the end of the world if I just let 
them go ahead of me.” You could even think “Maybe they are rushing to 
pick up their kids from school, or maybe they left their dog in the car and 
are rushing to get back to it.” You could make up any number of ways to 
think differently about the situation. The most important thing is to be 
flexible and to come up with alternate thoughts, as this will help you 






• Next, explain the instructions to the group: 
 
• The facilitator should model the activity by throwing the beach ball up and 
catching it in their hands, and then giving an example of how they would re-frame 
the thought based on where their thumb lands.  
• Ask the group if they have any questions. Answer questions as necessary.  
• Begin the activity, and offer guidance as needed. Examples of ways to re-frame 
thinking are included below. Note that each of the examples do not have to be 
vastly different- this activity focuses on helping individuals practice positive ways 
to think. The sentiment can be similar, as long as each individual gets the chance 
to participate. 
o Confident: 
§ “Even if they had come close to hitting me, I am a good driver and 
I would most likely have swerved out of the way.” 
“In this activity, we will be passing around a beach ball. To start the game off, I 
will toss this ball to one of the group members. When they catch it, they will re-
frame Doris’s negative thought. (Facilitator note: If the beach ball you are using 
does not have the colors listed, you can replace the colors in the script with the 
colors that are on the beach ball). You will re-frame the thought to fit into a 
category, and that category will be determined by what color your right thumb 
lands on when you catch the ball. If your thumb lands on blue, you should re-
frame the thinking to be confident. An example of confident thinking could be: 
“I am a pretty good driver, so I was able to hit the breaks in time.” If your thumb 
lands on white, you should re-frame the thinking to be calm. An example of 
calm thinking could be: “I’m just glad that nobody was hurt.” If your thumb 
lands on red, you should re-frame the thinking to give the other person the 
benefit of the doubt. An example of giving the other person the benefit of the 
doubt could be: “Maybe they are rushing to the hospital because they are with 
their spouse, who is about to give birth.” (If your beach ball has more than 3 
colors, combine the colors into categories- for example, you could say that if 
your thumb lands on blue or purple, you should re-frame the thinking to be 
confident). 
 
Doris is driving home on her way from work. She has been stuck in traffic and is 
feeling a bit frustrated when another car suddenly cuts her off, forcing her to 
slam on her breaks. At first, Doris is anxious and fearful, thinking “I almost 
died!!” Then, she feels angry, and she yells a curse word at the car that cut her 




§ “I have quick reflexes, and I would likely be able to steer the car 
out of the way if a similar event happens in the future.” 
o Calm: 
§ “That was scary, but I can use my breathing exercises to calm 
myself down.” 
§ “It could have been a lot worse.” 
§ “Even if we had gotten into a crash, I most likely would not have 
died. I might have been a little hurt, but I probably would have 
recovered quickly. Either way, I’m glad that I am safe.” 
o Benefit of the Doubt: 
§ “Maybe the other person is running late for their flight so they are 
rushing to the airport.” 
§ “Maybe the other person just found out that their child or spouse is 
in the hospital, and they are trying to get there as quickly as they 
can.” 
§ “Maybe the other person just got fired from their job, which makes 
them stressed and angry. Maybe they are driving in an unsafe way 
because they are in a terrible mood.” 
• Ensure that every group member gets the chance to participate.  
• At the end of the activity, thank the group member for participating and transition 
to the next activity.  
Activity #2: Reframing Automatic Negative Thoughts (15 minutes) 
• Purpose: The purpose of this activity is to assist group members in reframing their 
automatic negative thoughts. As this can be a challenging concept to grasp, this 
activity will be done in a group so that the facilitator can provide constant 
support.  
• Preparation: Ensure that you have access to the PowerPoint for this session. The 
easel and large butcher paper should be positioned in a way that allows full 
visibility by all group members. The facilitator should have access to a marker. 
• Instructions: Prepare the group for the activity by explaining automatic negative 
thoughts. Example of appropriate dialogue is below:  
• Lead the group through the first three examples, listed on slides 7, 8, and 9.  
• Next, continue to slide 10. Read the automatic negative thought aloud to the 
group, then ask for participants to provide input on possible ways to reframe this 
negative thought. Accept all reasonable answers. Write down provided answers 
“At the beginning of this session, we talked about the little voices in our head 
that can make us feel anxious, hopeless, or depressed. This negative self-talk 
can stop us from doing the things we really want to do. In this activity, we will 




on the easel so that participants can visually see all of the alternative ways to 
reframe a negative thought in a positive way. Possible answers are listed in the 
notes section of the slide, as well as below. 
• Continue this process through slides 11 and 12. Possible answers are listed in the 
notes section of the slide, as well as below. 
• Possible answers include: 
o “I wish I were a better person” 
§ “No matter what happens, I know I’ll make it” 
§ “I am respected by my peers” 
§ “I have a good sense of humor” 
§ “I have many good qualities” 
§ “I have friends who support me” 
§ “I have many useful qualities” 
o “What’s wrong with me? I wish I could just disappear.” 
§ “No matter what happens, I know I’ll make it” 
§ “I am respected by my peers” 
§ “I have a good sense of humor” 
§ “I have many good qualities” 
§ “I have friends who support me” 
§ “I have many useful qualities” 
o “I’m a loser. I hate myself.” 
§ “I feel confident that I can achieve my goals if I set my mind to it” 
§ “I deserve the best in life” 
§ “I won’t give up” 
§ “I’m proud of myself” 
§ “I will be successful” 
§ “I have many good qualities, and people who support me” 
§ “Today I’ve accomplished a lot” 
• Now that you have completed all of the examples, ask the group members to each 
share one positive thought that they can say to themselves the next time they are 
down in the dumps. Remind group members that they can look at the easel for 
examples of positive self-talk. Start with yourself- pick a positive thought that you 
will focus on for the next few days and share it with the group. You could say: “I 
get overwhelmed easily, so the next time I feel overwhelmed, I will say to myself 
‘I enjoy a challenge.’” After you share, go in a circle and ask each group member 
to share. At the end, thank the group members for their participation.  
Conclusion (15 minutes) 
• Application: In Here & Out There 




• Example of appropriate explanation includes:  
• Facilitate group brainstorming and reflection to further generalize this 
knowledge to their daily lives.  
• Then, move on to the “Out There” section. Example of appropriate 
explanation includes:  
• Thank participants for their suggestions.  
• Visualization of how skills are connected 
• This new segment requires a durable poster board, as this visual will be 
brought out for each of the remaining sessions. Before the group session, 
the facilitator should prepare this poster board by writing out all of the 
session topics (outlined in the table of contents) so that they form a circle 
(See visual below, but note that this visual does not include all of the 
session topics. The poster board created by the facilitator should include 
ALL of the session topics).  
• This visual will be brought out for each of the remaining sessions. At the 
end of the course, group members will be able to look at this board and see 
all of the skills that they have learned about, as well as how all of the skills 
are connected. Each week, the skill that was taught will be added onto this 
poster board. By the time all of the skills are introduced, there should be a 
large circle made up of all of the skills, as well as lines connecting the 
skills. An example of what this visualization will look like is provided 
below: 
 
“Just like we did in our last group session, we will end this session with 
an activity called In Here & Out There. During this time, we will figure 
out how the skill we developed can be useful to us in our everyday lives. 
Let’s start by thinking of your day-to-day life here, at the correctional 
facility. Can anyone think of a potential situation where it would be 
helpful to reframe your negative thoughts to be more positive?” 
 
“Now let’s think about your day-to-day life when you return to the 
community. You can also think of potential interactions you might have 
with a parole/probation officer, or a sober house manager. Since we are 
focusing on substance use in this group, try to think of examples that are 
related to the temptations of drug and alcohol use. Can anyone think of a 
potential situation where it would be helpful to use this skill of reframing 






• This is a new section that has not yet been introduced to the group. You 
can introduce this section in the following way: 
 
• Homework: Ask participants to continue to think about their own automatic 
negative thoughts and the importance of reframing these thoughts. Ask 
“You will learn and practice a new skill each time that we meet as a 
group. Since this group runs for several weeks, there will be a lot of 
skills that you will have in your toolbox by the end of our time together. 
To help us keep track of these skills, we will be drawing connections 
between the skill we just learned, and the skills we learned in previous 
sessions. For example, we have already learned how thinking controls 
behavior (gesture to “Thinking Controls Behavior” section on board), 
how to recognize triggers (gesture), and how to reframe our thinking 
and create new though patterns (gesture). We know that there is a 
connection between how our thinking controls our behavior and creating 
new thought patterns, since we create new thought patterns to have more 
control over how we feel and behave. Since there is a connection, we 
are going to draw a line between these two topics, connecting them (use 
a marker to draw a line to connect these two items). What other 
connections can you make? (Try to solicit participation from the group 
to connect “Recognizing Triggers” and “Thinking Controls Behavior.” 
Accept all reasonable answers, and draw the connections with the 
marker. If you feel it is appropriate and motivating, you can also have 
the volunteers come to the front of the room and draw the connection 
themselves as they explain it to their peers). As we learn more skills, we 
will add them to the board and explore how they are connected to the 




participants to pay attention to automatic negative thoughts that come up between 
now and the next session, and encourage participants to replace the negative 
thought with positive self-talk instead. Reiterate that it can be challenging and 
time-consuming to create new thought patterns, but that it is worth it. Tell 
participants that next session they will be asked to share about a time when they 
reframed a negative thought, and how it helped them. This example could be 
recent (during their time at the correctional facility) or from the past.   
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Session 7: Focus on Feelings, Part 2- Others 
 
Purpose/Treatment Objectives 
• Understanding the perspective of others and how emotional intelligence comes 
into play in social interactions 
• Addressing egocentrism 
• Understanding how to build positive, reciprocal social relationships through 
perspective-taking  
Materials 
• Pad of large butcher paper (at least 6 pieces)- prepare these for Activity #2 ahead 
of time 
• Markers (at least one for everyone in the group) 
• A roll of painter’s tape (or similar tape that can be applied to the walls and floor 
without damage- ensure that this tape is visible when it is placed on the floor) 
• Sticky notes (not full-sized—mini sticky notes should work for the activity. Have 
at least 5 different colors. The colors listed in the activity are blue, pink, green, 
yellow, and purple. Adjust colors as necessary, but be sure to update the 
PowerPoint slide and instructions. (Note: If sticky notes are unavailable, 
participants can use markers- ensure that there are 5 differently colored markers 
at each of the six activity stations) 
• Computer (PowerPoint: “S7- Focus on Feelings Part 2: Others”) 
• Skill connection poster board (see Conclusion section of Session 5 outline) 
• Easel (for skill connection poster board) 
Introduction to Group (5 minutes) 
• Introductions 
o Briefly introduce yourself as the group facilitator. Group members should 
be familiar with you at this point. 
o Ask group members to briefly introduce themselves by saying their name 
and answering an icebreaker question. This question should be a new 
question that you have not asked the group before. Examples of potential 
ice breaker questions are listed in Resource 3-1.  
o Ensure that everyone participates.  
• Review Rules 
o Ask for volunteers to verbally read bullet points from the most recent list 
of rules and group norms, using Slide 2 as a visual aid. Ensure that the list 
is updated.  




Introduction to Session Topic (15 minutes) 
• Start with Slide 3- the mountain visual. Remind the group participants about the 
three phases of the group. Once you have reviewed the phases, click for 
animation- a smiley face should appear on the mountain. Remind the group 
members that they are now in Phase 2: Establishing Positive Relationships. 
Encourage them to continue to engage with the material and support each other as 
the group continues up the metaphorical mountain together.  
• Session Topic: Perspective-taking and using emotional intelligence to enhance 
social relationships 
• First things first- Review behavior-based homework from the previous session. 
Ask for volunteers to share. Encourage participation, but do not force anyone to 






• Now it is time to introduce the new topic. This session will address egocentrism 
by introducing perspective-taking and helping participants lay the foundation for 
building positive, healthy social relationships. Example of appropriate dialogue is 
below:  
  
“Last session, you were asked to pay attention to your emotions- how they make 
you feel, and how you want to act after experiencing an intense emotion. Does 
anyone have an example of a time they experienced an intense emotion and then 
tried to identify and get control of the emotion before responding to it? This 
could be a recent example, or something that happened way in the past.” 
Start at Slide 4. “Have you ever heard the phrase: ‘Before you judge someone, 
walk a mile in their shoes’? What does this phrase mean to you? (Take volunteers 
and accept all reasonable answers). Today, we will spend time trying to put 
ourselves in other people’s shoes. We will try to see things a different way, and 
understand situations from the viewpoint of another. When we do this, we have to 
understand the thoughts, feelings, and motivations of the other person. Knowing 
what the other person wants and how they feel can help us understand where they 
are coming from. Everyone sees the world differently. Two people could feel or 
experience the same situation in different ways. Take this photo for example. 
(Move to slide 5). What do you see when you look at this photo? (Pause for a few 
seconds to let group members look at the photo). Some people might see a duck, 
while others might see a rabbit. This is just one example of how two people could 
look at the exact same thing and have completely different interpretations of it. 
Because we all have different experiences, values, personality traits, resources, 
and understanding of the world, we all have different perspectives. Understanding 
the perspective of another person can help us develop healthy, supportive 
relationships and avoid or resolve conflicts with others. Understanding a situation 
from the viewpoint of another, including the thoughts, feelings, and motivations 














• Ask the group: “What questions do you have?” Address any questions before 
moving on to the next activity.  
Activities (30 minutes) 
Activity #1- Step to the Line (10 minutes) 
• Purpose: The purpose of this activity is to help group members understand that, 
even though they can control how they feel based on controlling how they think, 
interactions with other people can have an impact on our emotional state. This 
activity allows group members to physically move around and find common 
ground over shared experiences. 
• Preparation: Put a long strip of tape along the floor. This tape should be a straight 
line and should almost reach from one end of the room to the other. 
• Instructions: Instruct group members to stand on either side of the line. Explain 












“We have spent a lot of time in this group discussing how we can control the way 
we feel by controlling what we think and being aware of our triggers and 
automatic negative thoughts. While we know that each of us as individuals is 
ultimately in control of the way we feel, this can be easy to forget at times, 
especially if you have a negative interaction with another person that leaves you 
feeling upset, hurt, or taken advantage of. So, even though you control how you 
feel, it is easy to let your emotions and your mood be affected by an interaction 
that you have with another person. In this activity, we will take a little time to 
look at our past experiences with others that made us feel a certain way. This 
activity is called ‘Step to the Line.’” (Continued on next page). 
“Two people could feel or experience the same situation in different ways. 
Because we all have different experiences, values, personality traits, resources, 
and understanding of the world, we all have different perspectives. Once you can 
learn how to understand the perspectives of others, you are better able to be a 
supportive and understanding friend, family member, employee, roommate, 
colleague- the list goes on and on. Perspective taking allows us to be more 
empathetic, which opens the door for us to be better listeners. Let’s watch this 
quick video on understanding the perspectives of others, which is also known as 
empathy (play video on slide 6). Empathy is a valuable skill to have in your 
toolbox of skills. You can use empathy in every aspect of your life- with 
acquaintances, friends, loved ones, and even complete strangers. Empathy takes 
time and effort to build into your daily life. It is often so much easier to pass 
judgement or avoid the uncomfortable feelings altogether. But if you embrace the 
challenge and work to strengthen your ability to empathize with others, you will 



























• After providing the instructions, answer questions as necessary and then ask the 
group members to stand on either side of the line.  
• Read out the following scenarios. Try to keep the situations in order, as they 
ascend from low vulnerability to high vulnerability. As group members step up, 
allow them a few seconds to stand on the line before prompting them to return to 
their original positions. 
• Scenarios: 
o I have laughed at a joke. (Hopefully, everyone steps to the line for the first 
scenario- the first few scenarios are designed to be positive and broad, so 
that people will feel comfortable stepping to the line). 
o I have helped someone in need, even if it was in a small way.  
o I have felt happy after receiving praise.  
o I have felt angry after a fight with a friend or loved one.  
o I have felt misunderstood.  
o I have regretted something that I said or did.  
o I have felt grief after I lost someone or something important to me.  
o I have felt hurt after I was treated unfairly. 
o I have felt confused or lost.  
o I have done something that I did not want to do because of pressure from 
another person. 
o I have felt ignored or excluded.  
“I will read out different situations, and if the situation applies to you, you will 
step up to the line. For example, I might say: “I have been offended by the way 
someone spoke to me or looked at me.” If this is something that has happened to 
you- if you have felt offended by the way someone spoke to you or looked at you- 
then you would step to the line. The experience does not have to be something 
that happened recently. Even if it is something that happened to you many years 
ago, you will still step to the line. Of course, if you do not feel comfortable 
stepping to the line, you do not have to. No one here knows what you have and 
have not experienced- only you know that. But it is important for all of us to 
remember our group expectations as we complete this activity. Remember to 
respect the information shared by others, and to respect the confidentiality and 
privacy that each and every one of us deserves. What happens in group stays in 
group. Be an active, respectful, and supportive group member. To get started, I 
am going to ask everyone to stand on either side of this line (gesture to the line of 
tape in the middle of the room). Then, I will start to read out situations. If the 
situation I read is something that you have experienced in the past, you will step 
to the line. When you step to the line, look around and see all of the other people 
in the room who have had a similar experience. Then, you can step back and 
return to your original position. I will then read the next situation. What questions 




• At the conclusion of the activity, ask everyone to take their original seats. 
• Debrief the activity in the following way: 
Activity #2- My Best/Worst Self (10 minutes) 
• Purpose: The purpose of this activity is to reinforce the idea that we have control 
over our thoughts and actions. This activity also provides an opportunity to move 
around the room, and lays the groundwork for Activity #3.  
• Preparation: Ensure that the 6 scenarios listed below are written on 6 individual 
pieces of large butcher paper. Each scenario should have its own piece of paper. 
Write the scenario at the top of the page, and draw a line down the middle of the 
page to separate the rest of the page into two columns. List the left column “Best” 
and the right column “Worst.” A visual example is provided in Resource 7-1. 
Tape each piece of butcher paper to the wall. Space the papers as evenly as you 
can, so that group members have room to roam around the room and write on the 
pages without feeling too cramped.  
• Instructions: Explain the instructions for the activity. Example of dialogue below: 
“Thank you all for participating in that activity. Discussions on emotions can often 
be a leap of faith, and I appreciate you trusting yourselves and each other during that 
activity. What are some of the main take-aways or things that you will remember 
from that activity? (Pause and accept answers from volunteers. The main idea you 
are focusing on is that other people can have an impact on our mood and our 
emotions). Thank you all for sharing. We will now move on to our next activity.” 
“There are 6 large pieces of paper taped to the wall around the room. Each paper has 
a scenario written at the top of it. You will all move around the room and read the 
different scenarios, on each paper. As you read the scenario, try to imagine how 
would react in this situation if it happened to you. First, you should think of your 
best self- the version of you that is well-rested, not stressed, and feeling patient, 
kind, and compassionate. You should briefly write how your best self would 
respond to this situation in the left column, under the word “best” (gesture to the left 
column on the paper that has Scenario #1 written on it). Then, you should think 
about how the worst version of yourself would respond to this situation. The worst 
version of yourself is the version that is tired, stressed, angry, overwhelmed, or just 
plain fed up. This version of yourself does not do or say kind things. This version of 
yourself is impatient and self-centered. Ask yourself how the worst version of 
yourself would respond in the given situation. Then, write how you would respond 
in the right column, under the word “worst” (gesture as appropriate). Let’s do an 
example. Take Scenario #1 for example (be sure you are standing by scenario #1. 
Read the scenario aloud to the group). Let’s think of the best versions of ourselves.” 





• Address questions as necessary. Distribute one marker to each participant. 
Encourage participants to spread out around the room and roam to the different 
scenarios at their own pace. Encourage everyone to write a response for each 
scenario.  
• Scenarios: 
o You are on the train home after a long day of work. Another passenger 
gets on the train and sits right next to you. They are wearing a large 
backpack that is pushing into your side. 
o You are running late to an important appointment, and you are stuck 
behind a car that is going 20 miles under the speed limit.  
o You are looking forward to having dinner with a good friend of yours. 
You have had this plan for a few weeks now. As you are on your way to 
the dinner, your friend texts you and tells you that they won’t be able to 
make the dinner.  
o You are in the waiting room for your doctor’s appointment. You haven’t 
eaten all day, and you have been waiting for the doctor for an hour.  
o You just got home from a trip, and you return to find that your 
roommate/partner/child has not cleaned up since you left. The sink is full 
of dishes, and there is trash and leftover food all over the common living 
areas.  
o You are on a date night at the movies with your significant other. The 
people next to you are very loud and disruptive throughout the movie, 
using their phones, talking loudly, and getting up several times to go to the 
bathroom.  
• Give a 2-minute warning, so that group members have the chance to visit all the 
scenarios.  
“What is one way the best version of yourself would handle this situation? (Accept 
all reasonable answers- examples include move to a different seat, ignore it, ask 
the other person to move. Write one of the provided answers in the left column). 
What about the worst version of yourself? How would the worst version of 
yourself respond? (Accept all reasonable answers- examples include making a 
rude comment at the person, glaring at the person, or shoving the person/their 
backpack. Write one of the provided answers in the right column). I am going to 
pass out markers so that you all have something to write with. Try your best to 
write something in every column. If you get to a paper and someone has already 
written the way that you would respond, try to think if there is a different way that 
you would respond. If you cannot think of another answer, you can put a star or a 
check mark next to the response that you would have. You will all have about 7 






• Once everyone has finished writing, ask everyone to take their seats. Transition 
directly into the next activity.  
Activity #3- “I would feel…” (10 minutes) 
• Purpose: This activity addresses egocentrism by helping group members realize 
that their words and actions can impact other people and affect the quality of their 
relationships.  
• Preparation: None- keep same set-up from Activity #2. Ensure you have sticky 
notes on hand. 
• Instructions: Explain the instructions for the activity. Sample dialogue below: 
“Now that you have all spent some time thinking about how you would act in a 
certain situation, it is time to think about how your actions would affect the 
people around you. Remember that we are now in Phase 2 of our group, so we 
are focusing on building positive relationships. A key to forming positive 
relationships is understanding how our words and actions affect those around us. 
In this activity, we are going to practice perspective-taking, which we talked 
about at the beginning of this group. For each scenario, I want you to put yourself 
in the shoes of the other person. (Go through each scenario and establish who 
this “other person” is- for scenario #4, the “other person” can be the doctor, 
nurse, or receptionist). Once you are in the mindset of the “other” person, think 
about how this other person would feel based on how they were treated in the 
situation. Let’s use scenario #1 as an example. (Read the scenario out loud, and 
then read out loud the first few responses from both the “Best” and “Worst” 
category). We are going to think about how you would feel if you were the 
“other” person. For example, if someone else on the train (insert one of the 
responses from the “Best” category here- for example, a response could be: 
“Politely asks you to move over.”), then you might feel happy that another person 
spoke to you in a kind and polite manner. However, if this happened to you 
(gesture to one of the responses in the “Worst” category- example could be “Yell 
rude phrases”), then you might feel angry or offended. During this activity, you 
will each put yourselves in the shoes of the “other” people in each of the 
scenarios, and then rate your emotional response to the situation. You will each 
be given a few sticky notes, and each sticky note color means a different thing 
(Pull up Slide 7 for reference). (Note: The colors can change, as long as there 
are multiple colors and they each represent a different emotion).  The blue sticky 
notes represent feeling sad, hurt, or misunderstood. The pink sticky notes 
represent feeling angry, offended, frustrated, or annoyed. The green sticky notes 
represent feeling confused, shocked, or surprised. The yellow sticky notes 
represent feeling happy, amused, or respected. The purple sticky notes are for you 
to write your own emotions on them- if you think you would feel an emotion that 
is not covered in the other 4 categories, write the emotion that you would feel on 


















• Ensure that everyone understands the directions. You may have to reiterate the 
fact that participants should put a sticky note next to each response, even if that 
colored sticky note is already posted. This way, at the end of the activity, there is 
a strong visual understanding of how certain reactions could cause certain 
emotions.  
• During the activity, walk around and offer help as needed. This may be especially 
pertinent when individuals are attempting to identify new emotions on the purple 
sticky notes.  
• At the conclusion, ask everyone to return to their seats and lead a quick debrief. 
Go around to each of the scenarios, and review the spread of sticky notes. Most 
likely, reactions written in the “Best” sections will be labeled with yellow sticky 
notes, while reactions in the “Worst” sections may be labeled with blue, pink, or 
green sticky notes. Ask debriefing questions as necessary (for example: “Why do 
you think this reaction would cause someone to feel 
hurt/shocked/respected/etc.?”). Be sure to help participants come to the main 
conclusion that even though we can control how we feel, it can be easy to let our 
emotions be affected by the interactions we have with others. This goes both 
ways. The way that we talk to and treat those around us (both strangers and our 
close friends and family) has an effect on them. If we are able to control our 
bursts of emotion and take a step back to calm down and think before reacting to 
an emotionally-loaded situation, chances are we will have better interactions with 
other people, which will increase the quality of our relationships.  
Conclusion (10 minutes) 
• Application: In Here & Out There 
“You are all going to have the chance to roam around the room again, and this 
time I want you to place a sticky note near each reaction to mark how that 
reaction would make you feel if you were on the receiving end of it. Going back 
to our earlier example, if you would feel happy that another person spoke to you 
in a kind and polite manner, you can put a yellow sticky note next to this reaction. 
On the other hand, if you would feel angry or offended if someone yelled rude 
phrases at you while you were on the train, you can put a pink sticky note next to 
this reaction. Try to put a sticky note next to every reaction- there should be 
several sticky notes next to each, as you are all going to be contributing. If the 
sticky note you would pick is already there, that’s totally fine! Go ahead and put 
up your own sticky note anyway. And don’t forget that you can write any emotion 
you would like on the purple sticky notes and place them wherever you would 
like- you aren’t trapped to the four categories of emotions that are up on the slide. 




• Re-introduce the “In Here & Out There” application session. Example 
dialogue below: 
• Facilitate group brainstorming and reflection to further generalize this 
knowledge to their daily lives.  
• Then, move on to the “Out There” section. Example of appropriate 
explanation includes:  
• Thank participants for their suggestions.  
 
• Visualization of how skills are connected 
• Bring out the Skills Connection Poster Board (see Conclusion section of 
Session 5 outline) 





“Just like we do in all of our group sessions, we will end with an activity 
called In Here & Out There. During this time, we will figure out how the 
skill we developed can be useful to us in our everyday lives. Let’s start by 
thinking of your day-to-day life here, at the correctional facility. Can 
anyone think of a potential situation where it would be helpful to be able to 
take the perspective of another person, or see something from a different 
point of view?” 
 
“Now let’s think about your day-to-day life when you return to the 
community. You can also think of potential interactions you might have 
with a parole/probation officer, or a sober house manager. Since we are 
focusing on substance use in this group, try to think of examples that are 
related to the temptations of drug and alcohol use. Can anyone think of a 
potential situation where it would be helpful to understand the thoughts and 
feelings of others, or to put yourself in another’s shoes? This could include 
counting to 10 before responding to a powerful emotion, or using a coping 
strategy like the stress balls we just made.” (Note: This connection could 
be a bit tricky for some people to make- example answers include: “If I can 
understand why my partner is upset or sad, then maybe I can offer to 
support them instead of feeling useless/helpless, which causes me to use 
substances”). 
 
“We have started to track the skills we are learning in this group by 
drawing connections between the skill we just learned, and the skills we 
learned in previous sessions (Gesture to poster board). Today, we talked 










• Homework: Ask participants to continue to think about the emotions/perspectives 
of others and the importance of understanding where other people are coming 
from before reacting to a situation in a negative or harmful way. Ask participants 
to try to put themselves in another person’s shoes at least one time between this 
session and the next session. Even just understanding the feelings of others is the 
first step to building healthier, more positive relationships. Tell participants that 
next session they will be asked to share about a time when they took the 
perspective of another person, and how it influenced their own thoughts, feelings, 
or actions. This example could be recent (during their time at the correctional 
facility) or from the past.   
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“How is this skill connected to the other skills we have learned so far in this 
group? (Accept all reasonable answers, and draw the connections with the 
marker. If you feel it is appropriate and motivating, you can also have the 
volunteers come to the front of the room and draw the connection themselves 
as they explain it to their peers). As we learn more skills, we will add them 
to the board and explore how they are connected to the other topics covered 





Activity #2 Set-Up 
 





















Write the scenario across the top of the paper. 
You are on the train home after a long day of work. 
Another passenger gets on the train and sits right next to 
you. They are wearing a large backpack that is pushing 






Session 10: Apologizing 
 
Purpose/Treatment Objectives 
• Introduce and practice skills related to apologizing 
• Understand the importance of apologizing and when an apology is necessary 
• Focus on importance of perspective taking during this process 
• Understand and practice how to respond to anger constructively 
Materials 
• Computer (PowerPoint: “S10- Apologizing”) 
• Skill connection poster board (see Conclusion section of Session 5 outline) 
• Easel (for skill connection poster board) 
Introduction to Group (5 minutes) 
• Introductions 
o Lead the group through an icebreaker question. This question should be a 
new question that you have not asked the group before. Examples of 
potential ice breaker questions are listed in Resource 3-1.  
o Ensure that everyone participates.  
• Review Rules 
o Ask for volunteers to verbally read bullet points from the most recent list 
of rules and group norms, using Slide 2 as a visual aid. Ensure that the list 
is updated.  
o Ask if any participants have questions about established rules/norms. 
Introduction to Session Topic (15 minutes) 
• Start with Slide 3- the mountain visual. Remind the group participants about the 
three phases of the group. Once you have reviewed the phases, click for 
animation- a smiley face should appear on the mountain. Remind the group 
members that they are almost done with Phase 2: Establishing Positive 
Relationships. Encourage them to continue to engage with the material and 
support each other as the group continues up the metaphorical mountain together.  
• Session Topic: Practicing how to prepare and deliver a sincere apology, 
understanding when an apology is necessary and how to use social skills and 




• First things first- Review behavior-based homework from the previous session. 
Ask for volunteers to share. Encourage participation, but do not force anyone to 
share. You can introduce this segment in the following way: 
• Now it is time to introduce the new topic. This session will introduce the skills 
related to apologizing and afford group participants the chance to practice 



















“Last session, you were asked to try to use your negotiating skills to resolve a 
conflict. Does anyone have an example of a time when they tried to negotiate their 
way through a tough challenge or argument? Or, does anyone have an example of a 
time when you witnessed an argument that would have been better solved with clear 
communication and negotiation? This could be a recent example, or something that 
happened in the past.” 
“Today we are going to be tackling a challenging topic: Apologizing. As we go 
through this session, it is important to keep in mind that no one is perfect, and that we 
all make mistakes every day. Apologizing should not be something to be ashamed of. 
Quite the opposite, actually. Apologizing is a display of maturity, respect, and 
emotional intelligence. When we apologize to someone, we say that we are sorry for 
the hurt that we caused them- whether this hurt was intentional or not. When you are 
a child, you are often instructed by an adult to apologize for acting out- for example, 
hitting your friend or saying something mean to a classmate. But when you are an 
adult, you are the only person who is in control of when you apologize and to whom. 
Apologizing is a useful tool that allows us to strengthen our social relationships and 
build trust with our friends and family. When you apologize for hurting a friend or 
loved one, you have to tap into your skill of empathy. Can anyone remind us what 
empathy is? We talked about empathy a few weeks ago, when we talked about 
understanding the feelings of others. (Take volunteers, accept all reasonable 
answers). Right, empathy is the ability to understand what another person is going 
through. If we caused someone pain and we realize it, it is important to apologize to 
that person to show them that we feel bad about hurting them and that we care about 
their feelings. It is an act of respect. If you don’t apologize, you risk damaging the 
relationship and losing the person as a friend or confidant. As we grow from children 
into adults, our relationships with others become increasingly complex and can be 
more challenging to navigate. In past group sessions, we have discussed skills that 
allow us to approach difficult situations in a calm and collected manner. To start off 
this session, we will be looking at another skill: Keeping blame in check.” 







“Blame is a toxic behavior that is almost never constructive and almost always 
sabotages the relationships we care most about. Let’s watch this quick video about 
blame and what we can do to keep our blaming tendencies in check. Show video on 
Slide 4. Putting blame on others is very likely something that each of us do on a 
daily basis. But blaming can be incredibly harmful, and can lead us to act 
irrationally and to hurt people who mean a lot to us. When we put blame on 
someone who does not deserve it, we often regret doing so. The best way to fix this 
situation is to apologize. Move to Slide 5. Creating and delivering an appropriate 
apology can be broken down into four easy steps. Step one is acknowledging the 
offense and admitting responsibility. Take ownership of your mistake, and 
acknowledge that you are the one responsible for hurting the other person. When 
you do this, make sure to focus on your specific actions, and not the resulting 
feelings of the other person. Instead of saying: “I’m sorry you felt hurt by whatever I 
said yesterday,” try saying: “I’m sorry that I made an insensitive joke when we were 
hanging out yesterday.” Once you own up to the mistake, the next step is to express 
remorse. Oftentimes when we hurt people, we feel shame, regret, or humiliation. 
These feelings are natural, especially if we caused harm to someone who means a lot 
to us. By expressing these feelings to the other person, you are showing them that 
you recognize the pain you caused them and that you regret your actions. Share that 
you are disappointed in yourself and that you will try to improve in the future. This 
is an important step to rebuilding trust and restoring dignity to the person that you 
hurt.  Step #3 is to make amends. This will look different in different situations, but 
it should always be appropriate for the situation that occurred. Sometimes, we feel 
so guilty about what we did that we might be tempted to give more than what’s 
appropriate. Think carefully about what action you offer to make the situation right. 
If you are not sure how to make amends, you could always ask. For example, you 
could say: ‘If there’s anything that I can do to make this up to you, please just ask.’ 
The fourth and final step is to share your plans for how you will deal with conflict in 
the future. Tell the other person that you will work hard to be sure that this situation 
won’t happen again- and mean it. If you cannot promise that the behavior won’t 
happen again, then at least make a commitment to trying your best to prevent it in 
the future. This is another important step to rebuilding a damaged relationship.  
After you have delivered your apology, the ball is in the other person’s court. They 
might forgive you right away, or they might not be ready to forgive you for what 
happened. It is important to give the other person their time and space as they 
continue to process the incident. After you make an apology, you could say: “I know 
you might not be ready to forgive me, and I totally understand that. I just wanted 
you to know that I really am sorry, and that I will work to be better in the future. I’ll 
give you plenty of time to see that I am changing my behavior.” While the person 
you are apologizing to will hopefully be receptive to you asking for forgiveness, it is 















• Ask the group: “What questions do you have?” Acknowledge any questions 
before moving on to the next activity.  
Activities (25 minutes) 
Activity #1- Spot the Mistake (5 minutes) 
• Purpose: The purpose of this activity is to help group members understand the 
principles of delivering a sincere and effective apology, as well as understanding 
how an apology could go wrong. 
• Preparation: None- ensure that PowerPoint slides are loaded 
• Instructions: Provide instructions for the activity. Example dialogue includes: 
• Examples of corrections: 
o Example #1: “I’m sorry. I already said I’m sorry.” 
§ Problem: This is an empty apology- the person delivering it is 
simply going through the motions of saying they are sorry without 
actually meaning it.  
§ Correction: Take out the “I already said I’m sorry,” and replace it 
with the specific action that hurt the other person. For example: 
“I’m sorry that I said that rude comment to you last night.” Be 
more sincere in your tone of voice.  
o Example #2: “I’m sorry that this happened.” 
§ Problem: This apology is not complete. While takes some 
responsibility for your role in the incident, it does not necessarily 
“If they respond this way, it is clear that they still need time to process before they 
forgive you. Allow them to have this time and space. If your apology is met with 
anger, responding with more anger will only make the situation worse. Apologizing 
can make you feel vulnerable, so it might be hard to stop yourself from feeling 
defensive or resentful if the person does not accept your apology right away. You 
just have to remember that you are the person who hurt them in the first place, and 
that responding with anger will not help you or them. Apologizing is a complicated 
skill that takes a lot of time and practice to perfect. It can be scary and emotionally 
draining, but it is necessary to help you rebuild relationships and maintain healthy 
social supports throughout your lifetime.” 
 
“We will now take a few minutes to look through some examples of apologies. Each 
of these examples has something that could be improved to make it a sincerer and 
more effective apology. (Move to Slide 6). Let’s start with example #1. How could 
you change this apology to make it more sincere? Work through each example in 




express regret or ask forgiveness. It is also not specific enough 
about the actual event to be sincere or effective. 
§ Correction: A proper apology should take responsibility for what 
happened, express regret, and ask for forgiveness. The most 
effective apologies also include the component of promising that 
this behavior won’t happen again- or at least that you will try to 
prevent it in the future.  
o Example #3: “I’m sorry that happened, but it wasn’t my fault.” 
§ Problem: You are not taking responsibility for your role in the 
situation, which makes the apology seem less sincere. This 
apology does not show remorse for what happened. It is mostly 
focused on attempting to alleviate the guilt of the apologizer. This 
apology usually comes from a person who finds it hard to admit 
that they were wrong. This denial often causes frustration in both 
parties, which can break down relationships. There may be some 
cases where you feel as though the other person also has something 
to apologize for. Even if this is the case, your apology should focus 
on your actions. Do not bring offenses of the other party into an 
apology- that is a discussion that can be held at another time, in a 
calm environment with open communication and mutual respect.  
§ Correction: An apology should not be focused on justifying your 
point of view or explaining your actions. An apology is taking the 
time to say that you are sorry that you hurt someone, and that you 
will do your best to stop this from happening again. While our 
social relationships can grow stronger from understanding other 
points of view, wait until a more appropriate time to share your 
side of the story.  
o Example #4: “I’m sorry that you felt offended.” 
§ Problem: This apology focuses on the feelings of the other person, 
instead of your own actions. While it is possible that you really do 
feel badly that you hurt or offended the other person, your apology 
should focus on what you did to cause hurt or offense in the first 
place.  
§ Correction: Make sure that your apology focuses on your actions, 
and not on the response of the other person.  
o Example #5: “I feel so bad! I just can’t get over how bad I feel. I am so, so 
sorry. I just feel awful.” 
§ Problem: This apology is excessive- it’s a bit too much. This 
apology focuses all of the attention on your own feelings, and not 
on your actions that caused harm. Remember that your offer to 




§ Correction: Focus on your own actions, and not on how badly you 
feel. You could instead say: “I am truly very sorry for what I did. I 
imagine that you were hurt by the things that I said, and I want you 
to know that I feel terrible for hurting you. I want to make it up to 
you. How can I help make this right? I also understand if you need 
a little space.” 
• Ask if there are any questions before moving on to the next activitiy.   
 
Activity #2- Role Play (20 minutes) 
• Purpose: The purpose of this activity is to help group members understand and 
practice the principles of delivering a sincere and effective apology.  
• Preparation: None- ensure that PowerPoint slides are loaded. Individuals will 
need to be in pairs for this activity. If there is an uneven number of participants, 
there can be one group of 3 with the role of apologizer alternating evenly between 
all 3 members.  
• Instructions: Provide instructions for the activity. Example dialogue includes: 
• Ensure that everyone has a partner, and begin the activity. Walk around the room 
and offer assistance and guidance as needed. If participants are struggling to build 
an apology, help them recall the four principles of an effective apology.  
• After 2-3 minutes (depending on when pairs begin to finish their first apology role 
play), conclude the role play. Ask the listener (not the apologizer) in each pair to 
“For this next activity, we are going to work together in pairs to practice apologizing. 
It can be tricky to say you’re sorry, and it works out better if you practice. As we 
practice our skill of apologizing, remember to keep in mind the communication skills 
that we learned a few sessions ago. Well-delivered apologies include eye contact and 
reading the body language of the other person. When apologizing to someone, it is 
generally best to face them directly, as this shows that you are sincere. Before we 
begin, let’s quickly review the four principles of an effective apology. Who can tell 
me one of the principles? (Take volunteers, accept all reasonable answers, review all 
4 principles- admit responsibility, express remorse, make amends, promise it won’t 
happen again). Great job! Keep these four principles in mind when creating and 
delivering your own apologies. For this activity, you and your partner will take turns 
stepping into the role of the person who is apologizing. Move to Slide 11. Each 
projected slide has a different scenario on it (gesture to the slide). For example, (read 
scenario on Slide 11).  You and your partner should decide who is going to practice 
the apology first. Whoever is not apologizing will pretend to be your partner. When 
you deliver this apology, speak to the other person as if they were the partner that you 
got into a fight with. Once you decide, go ahead and begin to practice the apology. 
Remember to keep good eye contact throughout the apology. I’ll be walking around to 




tell their partner one thing they did well, and one thing they could have done or 
added that would have made the apology even better. Remind group participants 
that they are on this journey to recovery together, and that they must support each 
other and trust each other to get the most out of this group expierience. This is a 
chance for members to take turns practicing the skill of apologizing and practicing 
the skill of providing constructive feedback. Note: If you do not feel that the 
group is cohesive enough to adhere to the directions of respectful feedback, do 
not include this step. 
• After around 2-3 minutes (once the listeners have provided their feedback), call 
the group together again. Debrief scenario #1 by asking for examples of what 
went well and what could have gone better. Remind listeners that they are 
welcome to contribute to the discussion as well by providing an example of 
something that their partner did. Keep this debrief relatively short (2-3 minutes) to 
allow time for the rest of the activity.  
• Repeat these steps with scenarios #2-4. Remind partners to switch roles of listener 
and apologizer as the scenarios switch. If appropriate, continue to allow time for 
the exchange of feedback between partners. Continue to couch individual group 
members as they practice their apology.  
• After you have completed and debriefed all 4 scenarios, ask if there are any final 
questions before moving to the conclusion.  
 
Conclusion (15 minutes) 
• Application: In Here & Out There 
• Begin the “In Here & Out There” application session. Example dialogue 
below: 
• Facilitate group brainstorming and reflection to further generalize this 
knowledge to their daily lives.  
• Then, move on to the “Out There” section. Example of appropriate 
included below: 
  
“Just like we do in all of our group sessions, we will end with an activity 
called In Here & Out There. During this time, we will figure out how the 
skill we developed can be useful to us in our everyday lives. Let’s start by 
thinking of your day-to-day life here, at the correctional facility. Can anyone 
think of a potential situation where it would be helpful to be able to apologize 
effectively?” 
 
“Now let’s think about your day-to-day life when you return to the 
community. You can also think of potential interactions you might have with 












• Thank participants for their suggestions.  
 
• Visualization of how skills are connected 
• Bring out the Skills Connection Poster Board (see Conclusion section of 
Session 5 outline) 





• Homework: Ask participants to continue to think about the importance of 
apologizing and using this skill to strengthen their relationships and increase their 
self-respect. Ask participants to take the time to create and practice one specific 
apology between this session and the next session. This apology should be a real 
apology that they could say to someone that they have hurt. It should be about a 
specific situation or event that happened in the past, and the apology should 
include all four parts of an effective apology. Tell participants that next session 
they will have the opportunity to share this apology, or to share about their 
intentions to right a wrong from the past.  
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Social Validity Questionnaire 
 




Thank you so much for taking the time to review this draft of The Power to Choose 
group treatment protocol. Your expertise and input is greatly appreciated! In an attempt 
to collect consistent and meaningful outcome data, I am asking all evaluators to answer 
the following questions. If you have any questions or concerns, I can be reached at: 
dagnyb@bu.edu. Thank you again for your time and effort!  
 
 
1. Do the established treatment goals and objectives seem relevant to and realistic 




2. Do selected activities seem developmentally appropriate and intrinsically 




3. Do selected activities relate to the treatment goal of improving self-efficacy (as it 












The Power to Choose:  
Creating a Group Treatment Protocol to Address Substance Use Disorder 
in a Correctional Facility 
 
Dagny Barclay, OT/s 
Academic Mentor: Anne Escher, OTD; Site Mentor: Emily Briggs, OTD  
Project Goal: The goal of this project was to create an evidence-based, occupation-
focused, and recovery-oriented group treatment program for incarcerated individuals who 
have substance use disorders. The aim of the group protocol is to increase self-efficacy (or 
the belief that one has control over their choices and actions), specifically as it relates to 
substance-using behaviors. Additionally, this group aims to decrease substance using 
behaviors and promote engagement in meaningful life roles and important daily activities.  
Background of Problem: Research shows that individuals who are exposed to trauma or 
abuse are more likely to use drugs or alcohol than individuals who do not have these 
adverse experiences. Additionally, environmental factors (such as easy access to 
drugs/alcohol or role models who use substances) can lead to substance-using behaviors. 
Individuals who use substances are less likely to be able to fulfill meaningful life roles and 
are more likely to engage in criminal behavior, including selling/distributing drugs and 
committing crimes while intoxicated. Individuals who commit crimes are often 
incarcerated in criminal justice systems that are inadequately equipped to treat substance 
use disorders, and these individuals are released back into the community with limited 




could lead to increased levels of substance use, domestic violence, unemployment, and 
homelessness, among other problems. This evidence highlights the need for an effective 
substance use treatment program in correctional facilities.  
Project Overview & Key Features: The Power to Choose program is an evidence-based, 
occupation-focused group treatment manual that includes 16 hour-long treatment sessions. 
These sessions include topics such as recognizing emotional triggers, communicating 
effectively, apologizing, problem solving, and goal setting. Each session includes an 
introduction to the session topic, interactive activities based on the session topic, and an 
application section in which group participants apply the new skill to their daily lives. The 
Power to Choose program includes “essential” intervention elements (as defined by a 
review of the literature) such as building trust-based relationships and ensuring the physical 
and emotional safety of all group members. 
Outcomes: Project outcomes were assessed through a non-standardized social validity 
questionnaire that was distributed to experts in the field who are full-time employees at the 
selected correctional facility. Experts included the Treatment Director, the Director of 
Women’s Programming, and an occupational therapist. Questions were focused on the 
relevance and feasibility of treatment objectives, session content, and group activities. Key 
findings from include: 1) The Power to Choose program is relevant, realistic, and 
accessible to the selected population; and 2) selected activities are developmentally 
appropriate and theoretically sound. Reviewers provided further feedback on selected 
contexts of role playing activities and the safety related feasibility of some materials (due 




version of The Power to Choose group treatment protocol.  
Recommendations: Recommendations made to the correctional facility include: 
Implement 16-session group program, collect data via chosen outcome measure (The 
Stages of Change Readiness and Treatment Eagerness Scale) at four points throughout the 
intervention, and evaluate effectiveness of the program. The group protocol will be piloted 
in September 2020 by a licensed occupational therapist employed by the correctional 
facility. The effectiveness of the program will be evaluated by using basic statistical 
measures (such as mean, median, and range) to identify trends and changes in substance 
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